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Dear Dr. Watt: 


Members of the Health Action Task Force are pleased to submit our report, Our 
Health Our Future - a Comprehensive Health Care Plan for Hamilton-Wentworth, 
to the Hamilton-Wentworth District Health Council. 


Task Force members have spent hundreds of hours understanding the current serv- 
ices, analyzing our future needs, reviewing the best data and information available 
and talking to hundreds of consumers and providers. We would like to thank all 
those who helped us in our work. 


There is no doubt in our minds that without significant changes in health care we are 
in jeopardy of not being able to maintain the access to quality care that the people of 
Hamilton-Wentworth want and need. We believe that we are bringing to you an ex- 
citing and challenging plan for health care in Hamilton-Wentworth: one that will 
take us into the next century with a strong, sustainable, integrated health care system. 


This plan is a beginning: the first steps. Nothing will change overnight. All parts of 
the system must work together to move forward and implement the plan. We are 
confident that Hamilton-Wentworth can meet this challenge. 


We are accepting comment on our report up to March 18th. We will then provide 
Council with a summary of comments to assist with your deliberations. 
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Introduction 


About 470,000 people live in Hamilton-Wentworth. Of those, about 26 per cent are 
under 20 and 13 per cent are over 65. As a group, we have a great capacity to be 
healthy. When asked about their health, 87 per cent claimed that their health is excel- 
lent, very good or good. 


As a community, we have the income, education, family and friends that are vital to 
good health. For example, 85 per cent have incomes above the poverty line and al- 
most 40 per cent have a household income over $50,000. Home to a community col- 
lege and an internationally recognized university with a faculty of health sciences, 
the community provides a wide range of opportunities for education. Hamilton- 
Wentworth is also a very caring place. A significant percentage of people are actively 
involved with service clubs and other community organizations. 


Over the past 10 years, the community has felt the impact of rapid industrial change 
and has coped with plant closings and high levels of unemployment. Citizens have 
responded, helping those most affected and working to build a stronger, more var- 
ied economic base that will provide jobs now and in the future. 


The region has taken many other steps to support health, including recreation pro- 
grams, community events, a stringent smoking by-law and other services that help 
its citizens achieve their full potential and enjoy life. 


The Determinants of Health 


Employment & . : a Healthy Child 
Working Conditions : : Devas init 


Biol & Genetic 
ad eecaent 


Health Services 


from Toward a Healthier Tomorrow 
Metropolitan Toronto District Health 
Council, 1996 
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Health Services 


As a community, we value health. That is why Hamilton-Wentworth has developed 
and maintains — in addition to other services — high quality health care services 
that support people to maintain their health, including: 


e basic or primary health services, such as: 


health promotion and disease prevention programs offered by public health, 
physicians and other community organizations and delivered in the commu- 
ni 

noe care provided by a range of primary care providers (e.g., general 
practitioners, family physicians, nurses, nurse practitioners, chiropractors, den- 
tists, optometrists, midwives, mental health workers, community support 
workers and personal support workers) and delivered in an office, clinic or the 
person’s home 


e continuing or long-term care services, such as: 


rehabilitation services provided by physiotherapists and occupational thera- 
pists to help people regain health after an illness or injury and provided in the 
person’s home, a community setting or a hospital 

the care provided by a range of professionals for people over 65 and delivered 
in the person’s home or in a long-term care facility 

ongoing services for younger people with physical disabilities, provided in a 
home, school, supportive housing or a long-term care facility 

more complex services provided in hospitals for people with chronic illness 
palliative care services for people who are terminally ill and their families, pro- 
vided at home or in a facility. 


e specialized or acute care services, such as: 


the care provided by paramedics delivered at the scene of an injury or sudden 
serious illness 

the care provided by emergency physicians and nurses in a setting equipped 
with appropriate technology, such as an urgent care centre or a hospital 
hospital-based services required to deal with common life events, illnesses and 
injuries, such as obstetric and gynacological services, general surgery, orthope- 
dic surgery, anaesthesia, diagnostic radiology, general internal medicine, pae- 
diatrics, psychiatry, psychology services, social work and rehabilitation 
services, and delivered in a clinic or hospital setting 

specialized, complex services provided by medical specialists (allergists, im- 
munologists, cardiologists, dermatologists, emergency /trauma specialists, en- 
docrinologists, gastroenterologists, haematologists, oncologists, nephrologists, 
neurologists, opthalmologists, otolaryngologists, plastic surgeons, specialists 
in respiratory medicine, rheumaologists, urologist) and delivered in an appro- 
priately equipped setting, usually a hospital or an office with accessible hospi- 
tal back-up 

technology dependent services provided by cardiothoracic surgeons, neurosur- 
geons, specialists in nuclear medicine, radiation oncologists, clinical nurse spe- 
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cialists, technicians and radiation therapists and delivered in only one special- 
ized centre in the region 

- the subspecialty (tertiary and quaternary) services provided by professionals 
in an academic health science centre and delivered in teaching hospitals. 


Hamilton-Wentworth is different from most other Ontario communities in that it is 
home to one of the province’s five academic health science centres, which educate 
health professionals, such as physicians, nurses, occupational therapists and 
physiotherapists and to a community college that trains a variety of non-degree 
health providers, such as ambulance and emergency care attendants, medical radio- 
logical technologists and practical nurses. That means that some of our health serv- 
ices and providers have a responsibility beyond providing care for the region’s 
citizens. They are also responsible for: 


e educating health professionals who will work in Hamilton-Wentworth, in other 
parts of the province and, in some cases, in other parts of the country and the 
world 

e conducting research in health and health care. 

The responsibility extends beyond the university or college classrooms and laborato- 


ries. Most health education and research occurs in hospitals, long-term care facilities, 
physicians’ offices and other sites where people receive care. 


Who Uses Health Services? 


Not everyone in Hamilton-Wentworth will need or use the full range of available 
services. According to an article by Kerr White in the New England Journal of Medi- 
cine (1961), in a population of 1,000 people: 

e about 750 will report one or two illnesses or injuries a month 

e 250 will consult a physician (primary care services) one or more times per month 


e nine people will be admitted to hospital per month 


e of those nine, five will have serious health needs and will be referred to special- 
ized services 


® one person per month will have health needs so complex that he or she will be re- 
ferred to an academic health science centre. 
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Thirty-five years later, the same pattern exists here in Hamilton-Wentworth. When 
asked about their contact with the health care system’, 87 per cent of residents had 
seen their general practitioner during the past 12 months, while only 30 per cent had 
consulted a specialist, and only 9 per cent were hospitalized“. A significant number 
of people will occasionally see a doctor or other primary care provider, while a rela- 
tively small percentage will need highly specialized, complex care. 


Are People Getting the Services They Need? 


Not always. At all stages of their health, the people of Hamilton-Wentworth may not 
be getting the right services in the right place at the right time. For example: 


People who want to stay healthy and avoid illness do not have a consistent place 
they can go for information. 


Many people end up in a doctor’s office with simple questions that do not need a 
doctor’s skills because they do not know who else to ask. 


About 40 per cent of the people who go to emergency departments for care could 
be treated safely and efficiently in other less costly or less high tech settings. 


People who have been ill often end up staying longer than they need to in hospital 
because the services they need to regain their health — such as physiotherapy, 
supportive housing and transitional beds — are not available in the community. 


Older people are hospitalized or placed in long-term care facilities because the 
services they need to help them maintain their independence in their homes — 
such as respite care for the family caregiver, physiotherapy and home nursing care 
— are not readily available. 


Over 800 people in Hamilton-Wentworth are on waiting lists for a place in a long- 
term care facility. 


Children who need speech pathology services may wait as long as six months. 
Young people with severe disabililities either stay in hospital beds or are placed in- 
appropriately in long-term care facilities (where the average age of a resident is 


about 85) because there are no alternatives in the community. 


People with mental health problems are often readmitted to hospital because they 
cannott get the crisis and support services they need in the community. 


1 Public OpinionToward Health Care Changes in Hamilton-Wentworth. A COMPAS survey 
conducted for the Hamilton-Wentworth District Health Council, Final Report, January 1996. 


2 Ontario Health Survey 1990 
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In most of these cases, the care provided is more costly and complex than people 
need. The impact on health and on the cost of health care is significant. 


Some History ... 


Funding 


Part of the problem in health services is due to how Ontario has invested its health re- 
sources. For the past 20 years, the province has spent most of its health funding de- 
veloping and supporting hospital-based services and comparatively little developing 
basic health services that can be delivered at home or in settings in the community. 


In 1992/93, health care services in Ontario consumed about 33 per cent of the provin- 
cial budget. Of the $16.7 bil- 
lion spent on health in On- 
tario that year, about $1 bil- 
lion — or six per cent — was 
spent in Hamilton- 
Wentworth. This chart shows 
how and where our health 
dollars are spent: 


Health Care Spending in 
Hamilton Wentworth 


For a time, society thought 
that investing in more and 
more highly specialized care 
would bring us better health. 
But specialized services alone 
don’t necessarily improve 
health status. Hospital-based 


services are only part of a Bh spitais Omners E3 orug Bent 
community health system. To [Jtong termcare  L_Jonip (J Mental Health 
improve health, communities 

must also invest in primary 1992-93 - most recent reconciled figures available 
and continuing care services from the Ontario Ministry of Health 


— including health promo- 
tion. To meet health needs, Hamilton-Wentworth must use its health resources differ- 
ently and develop services that will help people stay healthy. 


The Pressure to Control Costs 


At the same time that society is questioning the way resources are used, health deliv- 
ery organizations are faced with severe financial pressure. All levels of government 
are looking for ways to reduce deficits. The provincial government has made it clear 
that the health care sector must find better ways to manage services and reduce costs. 


With the intense pressure to reduce health care costs, the traditional, organization-by- 
organization, sector-by-sector approach to planning has the potential to have a nega- 
tive impact on services and on health. Cuts and changes in one sector are having a 
“domino” effect through the system. For example, when hospitals decided to reduce 


Report of the Health Action Task Force 


lengths of stay and discharge people early, the demand for home care services in- 
creased significantly. Although most people received the care they needed, the 
change in one health service led to higher costs in another, some client disatisfaction 
and some gaps in service. 


Planning and Management 


Our health services do not work together as a system to meet the population’s chang- 


ing health needs. The services have developed individually, with separate manage- 
ment structures. They plan and work separately from one another. No one 


organization or entity manages what should 
be a system of services or encourages the dif- 
ferent parts to work together. 


As a result, tests done by one health service 
are repeated by another. Consumers complain 
that providers don’t seem to communicate 
with each other. Simple care is provided in 
complex settings because there is no system to 
direct people to the appropriate place for care. 
Families of children with physical disabilities 
must get services from health agencies, social 
service agencies and the education system, 
and have real problems finding the right serv- 
ices and getting co-ordianted care. We have 
service gaps, duplication, higher costs and 
less care than is possible given the resources 
in the system. 


Past efforts to get different health services to 
co-operate and co-ordinate their planning and 
service delivery — such as the Joint Action 
Committee, the Joint Liaison Committee and 
the Health Services Advisory Committee — 


Hamilton-Wentworth’s Health Care 
Services 


more than 1,000 practising physi- 
cians 

more than 5,000 registered nurses 
4 community health centres 
community-based agencies 

a department of public health 
ambulance services 

a home care program and place- 
ment co-ordination service 
homes for special care 

mental health group homes 

2 resident detox treatment facilities 
14 nursing homes 

4 homes for the aged 

a regional cancer centre 

3 acute care hospitals on five sites 
a provincial psychiatric hospital 
a chronic care hospital 


worked relatively well when the budget for health services was increasing 10 per 
cent each year. Now that funding for health care services has been either flat-lined or 
cut, that is no longer the case. It’s difficult for organizations to collaborate to make 
the tough decisions required to reduce budgets and change how services are deliv- 
ered. Similarly, the processes that the Hamilton-Wentworth District Health Council 
(HWDHC) has used to plan, which usually involved making recommendations on 
where to spend new or added money, are not adequate in today’s climate when or- 


ganizations must manage with less. 


Opportunities 


In our efforts to build a better health care system, we can build on some recent trends 
and a growing willingness to change. 
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Potential for Efficiencies 


When change is driven by financial constraints, many people believe the result will 
be fewer health services and poorer quality care. That does not have to be the case. 
Recent studies indicate that it is possible for health services to be more efficient and 
to reduce costs — and still provide the kind of care Canadians expect — if health 
providers and organizations are willing to be innovative. 


Hamilton-Wentworth has a history of innovation and forward thinking. The commu- 
nity has proven in the past that it can adapt its health services to meet health needs 
and that it welcomes changes that lead to better health. In many cases, Hamilton- 
Wentworth has been a leader in health innovation. For example, it was one of the 
first places in Ontario to group certain, highly specialized services in one or two 
places in the region — long before there was economic pressure to consolidate serv- 
ices — in order to provide better quality care and make better use of resources. 


Advances in Medical Practice 


Over the past 10 to 15 years, the combination of research and technology have radi- 
cally changed the way services are provided. For example, someone having a gall 
bladder removed used to need a week to 10 days in hospital. Now, that person will 
likely have the procedure and be home the next day. Because of these advances, 
Hamilton-Wentworth no longer needs as many hospital beds to provide the same 
level of service. 


Research by the Joint Policy and Planning Committee (JPPC) of the Ministry of 
Health and the Ontario Hospital Association and by the Institute for Clinical Evalu- 
ative Sciences (ICES) indicates that, if health providers consistently use these new 
best practices, we can save a significant amount of money, which we can then rein- 
vest in other services. 


The Success of Regional Programs 


Hamilton-Wentworth has had some noticeable success co-ordinating service deliv- 
ery in certain areas. The 15 regional programs, which focus on the needs of a certain 
group or population, (see list on page 13) have been effective in co-ordinating acute 
care services delivered by different providers in different sites and in integrating 
acute services with education and research. Some have taken the next step and devel- 
oped working relationships with primary care providers and community-based serv- 
ices. They provide a base on which to build. 


Greater Collaboration 


Over the past few months, several health organizations in the community have made 
significant efforts to collaborate in governance and in service delivery, which the 
Task Force supports. For example: 
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e the collaboration agreement between St. Joseph’s Hospital and the Hamilton Civic 
Hospitals to share some support services and co-ordinate the delivery of some pro- 
gram delivery 


e the proposed merger between the Hamilton Civic Hospitals and Chedoke-McMas- 
ter Hospital shows a willingness to reduce administrative structures and costs and 
to develop a more co-ordinated approach to acute care. 

e recent efforts by home care and community service agencies to develop neighbour- 
hood service teams have helped reduce duplication and travel costs and provide 


more cost-effective care. 


All these efforts indicate a greater willingness to work together to make the best use 
of resources and provide better care. 


Public Expectations 
The public is also prepared for changes in their health services. When people in Ham- 
ilton-Wentworth were asked about what they would like to see in the future, they 
said they wanted: 
e more emphasis on health promotion and wellness 


e more and better community-based care 


¢ a“seamless” delivery system in which hospital, community-based and primary 
services collaborate to deliver better care 


¢ more information and education about the health care system 


e less duplication, bureaucracy and waste 


more efficiency and streamlining of services. 


The citizens of Hamilton-Wentworth said clearly that — although they are willing to 
accept change — they are not willing to compromise on: 


e high quality, universal and accessible health care 
e the right to choose their own care providers. 


People who live in Hamilton-Wentworth want the right service, in the right place, at 
the right time, and they want some choice about the services and providers they use. 
At the same time, they are willing to take more responsibility for how they use 
health services. 


Given both the pressure and the growing willingness to change, Hamilton- 
Wentworth has a unique opportunity to create a system of health services that will 
meet the community’s health care needs well into the next century. 
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Toward an Integrated Health Care System 


Vision 
We see all health care organizations and providers working together to 
develop an integrated health care system that provides high quality health 
care for the people of Hamilton-Wentworth and those who come to 
Hamilton-Wentworth for specialized services. 
The system will be a network of organizations and providers that: 
- recognize that people in the community differ in age, stages of life, state 
of health, culture, religion and socio-economic background and will have 


diverse care needs 


- collaborate to develop and maintain a full range of accessible , 
appropriate and user-friendly health care services to meet those needs 


- are accountable for their use of resources, for the quality of care they 
provide and for health outcomes. 


Goals 

The goals of that system are to: 

e help people maintain or improve their health 

e respond effectively when people get sick or have an accident 

e support those who need ongoing care 

e deliver the right service in the right place at the right time at the right cost. 
Anticipated Outcomes 

Excellence in service, education and research. 

A measurable improvement in health and health status of the population. 

A measurable decrease in unnecessary duplication and waste in health services. 


A greater proportion of the health care budget allocated to primary care — including 
health promotion — and continuing care. 


New models for delivering health care services. 


A reduction in the overall cost of providing health care services. 
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Principles of the Hamilton-Wentworth 
Integrated Health Care System 


The people of Hamilton-Wentworth are the focus of the system. They have the right to 
choose their providers and make informed decisions about their care, and to have the infor- 
mation they need to have more control over their health and to use health services responsi- 
bly. 

Information is a key resource and a means to integrate and co-ordinate services and improve 
quality of care. The system gathers and maintains only the information it needs to provide 
good care, and is committed to safeguarding confidentiality. 


Health services are stronger when they work together as a system. 


Primary care is the foundation for the health system. 


Health services are proactive and easy to use. They work to help people anticipate and pre- 
vent illness or injury, rather than reacting only when people become sick. 


Services are evaluated regularly, and use evaluation results to adapt/evolve to meet chang- 
ing health needs and develop more effective ways to deliver care. 


An integrated system is affordable, sustainable and cost-effective, and accountable for its use 
of resources. 


All health resources are part of the system, and they will be allocated across different services 
based on the population’s health needs and on the potential of various health services to 
have a positive impact on health. 


The system depends on the commitment and goodwill of all health providers / organizations. 
Organizations work together to set health care goals and develop appropriate “seamless” 
services that meet the community’s changing health needs. They collaborate and communi- 
cate to deliver high quality, cost effective, evidence-based care and to reduce unnecessary du- 
plication and inefficiencies. 


Health organizations are accountable for the quality of care they provide, and the system is 
accountable for health outcomes and the health status of the people served. 


The system values all human resources, including health professionals, volunteers and fam- 
ily caregivers, and provides opportunities for creativity, change, life-long learning, career de- 
velopment and job satisfaction. 


Education and research are essential to develop the knowledge and human resources for the 
integrated system now and in the future. 


Health care is only one of the broad determinants of health. The integrated system strives to 
influence other organizations whose policies and decisions also affect health. 
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To achieve this vision, all health care planners, providers and organizations in Hamil- 
ton-Wentworth should come together to: 


Develop an Integrated Health Services System for the planning, 
management and delivery of health care services in the community. 


This will involve three key steps: 


1. Develop the capacity, structures and working relationships essential to an 
integrated health care system. 


2. Organize and manage the resources to support an integrated system. 


3. Adapt existing health programs and services to work as part of a system and 
to meet present and future community health needs. 


1G 
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eee ee renee eer ee eae SR SS 
Part 1 


Develop an Integrated Health Care System 


1.1. Establish the Hamilton-Wentworth Health System Board 


To encourage the region’s independent, autonomous health services to work to- 
gether, Hamilton-Wentworth must develop the capacity to plan and organize health 
services and manage an integrated system. Health services must put in place the 
structures and working relationships that will encourage integration. To take the 
first steps in developing those structures, the integrated health care system should: 


Establish a system planning, organizing and co-ordinating structure — 
known as the Hamilton-Wentworth Health System Board — which would 
be accountable to the public and to the Ministry of Health for developing 
and maintaining the health care system in Hamilton-Wentworth. 


The heart of an integrated system, the board would: 


¢ bring organizations together to plan new and better ways to organize and deliver 
services to meet the community’s health needs 


e develop a plan for the Hamilton-Wentworth health care system based on local 
health needs and support individual organizations in delivering services based on 
the plan 


* recommend to the Ministry of Health how /where to distribute the health dollars 
allocated for Hamilton-Wentworth and how/when to reinvest resources from one 
part of the sysetm in another to provide better care 


* recommend how best to develop and maintain the human resources needed to 
support the system 


¢ ensure bridges are built and maintained: 


- among different providers and organizations in each sector (i.e., primary care, 
acute care, continuing care, education and research) 

- among providers in different sectors (i.e., across primary, acute and continu- 
ing care) 

- among those involved in care, research and education 


e ensure health organizations make efficient use of people, buildings, equipment, 
funding, research and education, and hold them accountable for their use of 
health resources 


* monitor and evaluate the system to ensure the approaches used lead to antici- 
pated outcomes 
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e work with health research and development organizations to promote health eco- 
nomic development and a vibrant health industry. 


Developing the System Structure 


At the centre is the Hamilton-Wentworth Health System Board, responsible for plan- 
ning health services and managing the key resources in the system: funding and hu- 
man resources. 


To bring together all of the disparate health providers and organizations into a 
health care system, the Board will develop a number of integrating mechanisms, 
such as: 


e standing committees responsible for integrating planning within the broad sec- 
tors, such as pimary care, continuing care, acute care, and education and research, 
which would: 


- develop a vision for their sector 

- establish common goals 

- establish standards of care and promote evidence-based practice 
- review and monitor progress in achieving those goals 

- improve communication and co-ordination among providers. 


Integration within sectors will be a particularly important task in primary care, 
which has a large number of independent practitioners and has never been organ- 
ized into a system. 


e redefined regional programs 
responsible for integrating serv- 
ices for a particular population 
group or program across the 
primary, continuing and acute 
care sectors, which would: 


Regional Programs could be formed to integrate services 
for the following populations or programs (identified 
based on health needs). Those marked with an * already 
exist, but would have to be redefined to cover the full con- 
tinuum of care: 


Populations radiology 
- identify the health needs of araldnen oncology (cancer)* 
the population they serve perinatology* 
develop the full range of ipl teres respirology* 


elderly people 


health services — including specialized health care 
health promotion — in Prancophones for the elderly 
their specialty or area of re- ae mental health 
sponsibily, based on the lloras ups sychia 

lan developed by the acne naan cee 
P P y people with disabilities 7a ee ae 
Health System Board aquired brain injury* 


develog protocols, stand- 
ards and quality control 
measures 

determine the data re- 
quired to support care, and 
ensuring a consistent ap- 


employees (workplace 
health) 


Programs 


- pediatrics 
- cardiovascular* 
- gastroenterology* 


emergency services* 
trauma* 
rehabilitation* 
pallliative care* 
critical care* 
laboratory medicine* 
discharge planning 
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proach to gathering and sharing information 

- promote best practice 

- ensure providersa nd organizations in all sectors work together to deliver care 
to meet documented health needs 

- monitor implementation 

- assess the impact of integrated programs and services on health outcomes. 


¢ lead organizations responsible for the day-to-day management and administra- 
tion of programs, which would: 


- organize people and other resources to provide an appropriate level of service 
in various community and hospital settings 
- act as a resource to all organizations involved in the program. 


Developing the Health System Board 


It will take some time to convert existing planning and co-ordinating mechanisms 
and to develop the proposed Board and supporting committee /program structure. It 
will also take a different set of skills to establish the system than to maintain it. Rec- 
ognizing that the Board must evolve over time, the integrated health care system 
should: 


Use a three-phase process to develop the Health System Board including: 
- a one-year Implementation Group responsible for implementing the 
Hamilton-Wentworth Health System Board based on this plan, and made 
up of people from key parts of the system 

- a two-year First Board, responsible for continuing to implement the plan 
and establish board structures and processes, and made up of a 
combination of people from particular parts of the system (designated 
seats) and people who have certain skills and perspectives (members at 
large) 

- the full Hamilton-Wentworth Health System Board, responsible for 
planning health services and recommending how funding and human 
resources should be used to deliver care, and made up of people with the 
right balance of perspectives, expertise and skills. 


The Implementation Group will be chaired by a representative of the Hamilton- 
Wentworth District Health Council (HWDHC). The Group will report to the 
HWDHC and submit its implementation plan to the HWDHC for approval. 
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The Gradual Evolution of the Hamilton-Wentworth Health System Board 


1. Implementation Group 
(year 1) 


Designated seats for: 


the district health council - 2 the board chair from the Community Care 
the regional chair (or designate) - 1 Access Centre (CCAC) - 1 

the president of McMaster University - 1 community agencies - 3 

the president of Mohawk College - 1 human resources planning group - 1 

the Faculty of Health Sciences - 1 labour (union) - 1 

the Academy of Medicine - 1 labour (non-union, non-management) - 1 
the Ontario Nurses Association - 1 other health professionals - 2 

the hospital boards - 3/4 citizens at large - 3 

hospital CEOs - 2 


2. First Health System Board 
(year 2 + 3) 


A combination of up to 10 designated, time-limited (2 years) seats and up to 10 seats for members at 
large. Designated seats are designed to provide a transition from the separate planning that occurs 
now to a more co-ordinated approach. The goal, by the end of the two-year life of the First Board. is to 
eliminate designated seats. 


Designated Seats Seats for Members at Large 
(members will represent one or more of the 


i i ll ident =) 
university /college presiden illo Gah ease ee 


hospitals -1 
community agencies - 1 patients and caregivers 
Central West Region - 1 business 
the chairs of the Standing Committees volunteers 
public at large 
region 
denominational health care 
private sector health care 
allied health professionals 
health care professionals 
labour 


3. Full Health System Board 
(ongoing) 


Members will bring a balance of perspectives, expertise and skills to the Board. They will be selected 
through an open recruitment and selection process, and chosen based on: their skills, knowledge and 
competence; their ability to place the interests of the system ahead of the interests of individual organi- 
zations; their ability to plan for the health care needs of the entire region and take into account the 
needs of smaller and rural communities and their commitment to the community and to a systems 
“culture” that will shape health care in Hamilton-Wentworth. 
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During its development phases, the Health System Board will need resources and 
support, particularly in the areas of: planning, information and technology systems, 
management, organizational development, community development and administra- 
tive support. Many of these resources already exist in the system, and could be sec- 
onded first to the Implementation Group and then to the First Board to help build 
Hamilton-Wentworth’s capacity to work as an integrated health care system. The re- 
sources to develop the Board should come from within the system. 


The integrated health system should: 


Encourage all stakeholders to contribute some of their resources to develop 
the Implementation Group and First Board, and 


Reallocate a portion of the Hamilton-Wentworth District Health Council's 
resources (funding and people) to support the Implementation Group and 
the First Board. 


Developing the Health System Board has significant implications for existing organi- 
zations. For example, by the time the full Health System Board is in place in 1999, it 
will have assumed — along with its other responsibilities — the functions of the 
Hamilton-Wentworth District Health Council and other planning and co-ordinating 
groups. It will become the system co-ordinator, and the structure that all health or- 
ganizations account to for their use of resources and their role in the integrated 
health system. By year three, when the First Board is ready to assume all health plan- 
ning functions, the integrated health care system should: 


Shift all the resources allocated to the Hamilton-Wentworth District 
Health Council to the Health System Board 


Dissolve existing community planning and co-ordinating groups, 
including the Hamilton-Wentworth District Health Council, the Joint 


Action Committee, the Joint Liaison Committee and the Health Services 
Advisory Committee. 


1.2 Develop the Capacity to Manage the System 
The Board’s main roles are to: plan an integrated system of health services, allocate 


money and skills across the system, nurture a system “culture” that helps organiza- 
tions to work as part of the system, and encourage health economic development. 


Plan Health Services to Meet Changing Health Needs 


When the Health System Board assumes the functions of the HWDHC, it must en- 
sure it has the capacity to: 


e plan health services 


e communicate the plan clearly to health care providers and the public 
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e monitor needs, programs and services 


e adjust or revise the system’s comprehensive health plan based on new knowledge 
or understanding 


e assess and predict the impact of changes in one part of the health system or in the 
broader environment on health needs. 


The proposed plan for programs and services described in part 3 of this paper is 
based on HWDHC’s current understanding of health needs, demographic trends, 
methods of care, and resources. Over time, any of those factors could change. (For ex- 
ample, the estimated number of long-term care beds required may change over time, 
depending on the age and health of the population. A change in one part of the sys- 
tem — such as a radical new treatment for cancer — could affect the need for other 
services.) To fulfill its accountability to the public, the integrated health care system 
should: 


Continuously update the comprehensive health care plan, and publish the 
plan at least once every two years. 
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Develop Authority/Accountability for Funding 


Past efforts to plan or co-ordinate health services have been limited by an artificial 
separation of planning, funding and management. Organizations responsible for 
planning have had no authority over incentives, such as funding, and no defined re- 
lationship with service providers. To succeed, the Health System Board must have a 
clear relationship with health delivery organizations and with the system funder (the 
Ministry of Health) as follows: 


The Hamilton-Wentworth Health 
System Board is accountable to the 
people of Hamilton-Wentworth for 

developing and maintaining a system 

of services to meet their health 
needs. It is also accountable for the 
system’s use of resources and the 
impact that the system has on health 
outcomes. 


Health organizations would continue to be 
responsible for their day-to-day management 
and operations. They will also be responsible for 
the quality of care they provide. They will likely 
continue to have independent boards and be 
accountable to those boards for their operations. 
However, in the proposed integrated system, 
they agree to work as part of a larger system of 
services, to be guided by an overall plan for 
health care services, and to adapt/change their 
programs and services to help meet community 
health needs. They are accountable to the system 
(through the Health System Board) for their use 
of local health care resources, for providing 
services and for fulfilling their role in the system. 


The Ministry of Health is 
accountable to the public for the fair 
distribution of resources across the 
province, for the use of resources to 
support the publicly funded health 
system and for ensuring that 
everyone in Ontario has access to the 
services guaranteed under the 
Canada Health Act. 
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To ensure that the three partners — the system planner /manager, the funder and the 
service deliverer — acknowledge their roles and responsibilities, the integrated 
health care system should: 


Develop and negotiate letters of agreement, to be signed by the 
Hamilton-Wentworth Health System Board, the Ministry of Health and the 
publicly-funded health care delivery organizations in 
Hamilton-Wentworth, that will lay out: 

- the health care delivery organization’s role in the health system 

- its role as a lead agency, if appropriate 

- the programs/services the organization will provide (based on the 
region’s health plan) 

- the funding that it will receive to support those programs/services 
- the expected outcomes 

- the process/responsibilities for evaluating the services. 


The process of negotiating the letters of agreement will ensure that planning, fund- 
ing and service delivery are integrated, and that funding is allocated based on the 
comprehensive health system plan. It will provide a means to hold all three parties 
accountable for their role in the system, and ensure that those responsible for plan- 
ning services are part of any discussions that may affect the use of resources in the 
system. Over time, this process will allow all three parties to discuss and understand 
the need to reinvest resources from one part of the system in another. 


Develop and Strengthen Human Resources 


Despite the significant and rapid advances in health care technology, health care 
continues to rely heavily on people. With about 15,000 employees — including un- 
ion, non-union, management and private practitioners — the health sector is one of 
the largest employers in Hamilton-Wentworth. The integrated health care system 
will continue to need professionals with a range of knowledge, skills and abilities. 
Most important, the system will need people who are able to work together as part 
of a system. 


Persuading people of the benefits of being part of system — particularly when the 
system may recommend changes that affect their organizations, programs or liveli- 
hood — will take time. A system culture must be nurtured because, without it, the 
system will not thrive. 


During the process of preparing this plan, the Health Action Task Force brought to- 
gether an ad-hoc human resources planning group to look at ways to organize and 
develop human resources for the system. The group of about 55 health professionals 
stressed that it will take time and a dedicated effort to change the way people work 
now and to develop effective ways to work within the system. Members suggested 
an ongoing group, using the ad-hoc group as a nucleus and adding providers who 
were not part of the original group, such as physicians and people employed in the 
private sector and some parts of the publicly funded system, such as long-term care 
facilities. They believe that such a group could play a critical role in: 
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e helping to implement the recommendations in this plan that affect human re- 
sources 


e recommending ways to incorporate human resources planning into the work of 
the Health System Board 


e developing the tools and capacity people need to work as part of a system 
To develop and manage human resources, the integrated health care system should: 


Make human resources planning, development and adjustment a priority 
for the Hamilton-Wentworth Health System Board. 


Establish and support an ongoing Human Resources Planning Group. 


The initial administrative/staff support for the Human Resources Planning Group 
should come from the Hamilton-Wentworth District Health Council and from other 
stakeholders in the system who will provide, for example, people with human re- 
source skills on secondment, time off for members to attend meetings and services in 
kind, to help the group complete its tasks. 


People as Part of the System 


If health care professionals are going to work as part of the system, they must have 
access to the resources they need to do their jobs. Right now, physicians go through 
an appointment process to have the “privilege” of providing care in a hospital. The 
privileges are given by each hospital, and allow physicians to admit patients and pro- 
vide care in only that particular hospital, not in other hospitals in the region. If a pa- 
tient is moved from one hospital to another for care, the physician may not be able to 
go into the other hospital and provide care. The restricted hospital-by-hospital ap- 
proach to credentialling also affects the system’s ability to develop a common medi- 
cal staff, who would be able to practice anywhere in the city and be able to provide 
an efficient on-call system. If there were no restrictions on where physicians could 
practice, they could share the on-call work and ensure that people in the community 
always have access to the medical care they need, 24 hours a day, seven days a week. 


To resolve these cross-hospital issues, allow the system to make more effective use of 
physician skills, give physicians equitable access to the system’s resources and im- 


prove quality of care, the integrated health care system should: 


Establish a district-wide credentialling, selection and appointment process 
for physicians, as the first step in developing a common medical staff. 


Over time, a similar system should be developed for other professionals. 
Nurture a System Culture 


The proposed integrated health care system represents a marked change in culture: a 
move from competition to collaboration, from individual organizations to a system. 
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This will change how people think about their roles, responsibilities, skills and re- 
sources. 


The success of the system depends on the goodwill and commitment of health care 
organizations. To begin to develop a healthy system culture, the integrated health 
care system should: 


Develop strategies to promote and nurture a system culture. 


Encourage the boards and leaders of health care delivery organizations to 
work within the system. 


Have all health care delivery organizations invest some of their resources 
in building, supporting and maintaining the system and transfer some of 
their planning functions to the Hamilton-Wentworth Health System Board. 


Evaluation 


To ensure that the system achieves its goals, its structures and activities must be 
evaluated continually. The system’s performance will be assessed based on its ability 
to ensure excellence in care and its impact on health outcomes. To develop the capac- 
ity to evaluate itself, the integrated health care system should: 


Work with the health research community to: 

- develop effective system evaluation models and tools 

- ensure that appropriate evaluation information is available to support 
ongoing planning 

- prepare a regular “report card” to keep the public and health providers 
aware of the system’s progress. 


Encourage Health Economic Development 


Hamilton-Wentworth is home to an internatially recognized academic health science 
centre. In 1993, McMaster Health Science Centre ranked second in the world for car- 
diovascular and respiratory research (by citation impact). Research done within the 
academic health science centre has the potential not only to save lives, but to lead to 
drugs, devices and technologies that could be marketed worldwide. Economists esti- 
mated that there was a $300 billion worldwide market for drugs and devices in 1994 
and, by the year 2000, that market will grow to $500 billion.” 


Because of the strength of its health research sector, Ontario and Hamilton- 
Wentworth could become major developers and marketers of health products, skills 


3. Ontario’s Academic Health Science Centres: Sustaining Ventures for Their Communities, Provincial 
Co-ordinating Committee on Community and Academic Health Science Centre Relations 
(PCCCAR), August 1995. 
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and knowledge. Given the potential to improve the quality of health care, create jobs 
and contribute to the region’s economy, the integrated health care system should: 


Work with the health service, education and research communities to 


explore the potential to develop a strong local health industry and promote 
health economic development. 
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Part 2 
Organize and Manage System Supports 


When a community moves from having a collection of health services to a system of 
services, it needs a range of tools and supports to make the system work, including: 


e data and information 

e the means to ensure appropriate access to/use of services 

e support and diagnostic services 

e laboratory services 

e financial services 

e volunteers 

e evaluation tools 

A good system will invest in these supports and use them effectively. This chapter 


describes the system’s supports and how the Health System Board will develop and 
manage them. 


2.1 Develop and Maintain Health Data and Information 


Information/communication is a powerful resource in an integrated system. To plan 
services, to make decisions about allocating resources and to provide care, planners, 
administrators and providers need access to accurate, complete information. 


Many costs and inefficiencies in the health services now can be traced back to the in- 
ability to share information. When health providers and organizations do not have 
an easy, workable way to communicate, they cannot provide “seamless” care. In- 
stead, we have the current situation, where patients give their histories to several dif- 
ferent providers, diagnostic tests are repeated unnecessarily, people suffer from drug 
interactions and primary care providers — the people who are supposed to monitor 
patients’ total health needs — are often unaware of services their patients receive 
from other providers and other parts of the system. 


Effective use of information and information systems has the potential to: 
e strengthen the ability to plan services to meet health needs 
e improve the consistency and quality of patient care 


e improve communication and co-ordination among providers and organizations 
which, in turn, will improve quality of care 
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e reduce costs by eliminating unnecessary duplication and administrative inefficien- 
cles. 


Integrated Planning Information 


For the past eight years, organizations in Hamilton-Wentworth have worked to de- 
velop the capacity to interpret information and use it to plan services. The Health Pri- 
orities Analysis Unit, funded by the Educational Centre on Aging and Health and 
the Hamilton-Wentworth Department of Public Health Services, helps health agen- 
cies plan, implement and evaluate their programs and produces the Fact Book on the 
Health of Citizens of Hamilton-Wentworth. 


Last year, the Ministry of Health began funding the Central West Health Planning In- 
formation Network (CWHPIN), a partnership among seven health units and seven 
district health councils (in Hamilton-Wentworth, Niagara, Haldimand-Norfolk, Wa- 
terloo, Wellington-Dufferin, Brant and Halton) and the McMaster Academic Health 
Sciences Centre. The network is designed to help partners: 


e conduct needs assessments and set priorities 
e disseminate information 

e interpret and use information 

e conduct research and evaluation. 


CWPHIN takes a population approach and would help the system answer key plan- 
ning questions, such as: what are the community’s major health problems and 
strengths? what population groups and geographic areas are most at risk? how effec- 
tive are the services certain groups receive? 


To develop its capacity to plan services based on health needs, the integrated health 
care system should: 


Work with the Health Priorities Analysis Unit and the Central West Health 
Planning Information Network to build the capacity to plan for a system of 
health services based on population health needs. 


Integrated Patient Care/Service Delivery Information 


All of Hamilton-Wentworth’s hospitals and many of its community agencies and in- 
dividual providers are using information systems to maintain some information on 
patient care and service delivery. However, none of these system can communicate 
easily with each other, and there is no means for organizations and providers to 
share information to benefit the patient or improve the quality of care. 


A regional information/communication system that links hospitals, community 
health agencies and primary care providers would give all those who provide care 
access to complete, accurate and timely information on services and patients. Known 
in many places as a community health information network (CHIN), the network is 
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an integrated set of computer and telecommunications technologies that help people 
use information databases. 


With this kind of network, a patient referred to home care or to a specialist knows 
that the provider has access to his/her medical record, health history and test results. 
The provider will have a better understanding of the person’s needs, and will be able 
to provide better care. They will also record their services or diagnosis on the record 
so the person’s primary care provider can monitor the patient’s care and progress. 


This system or network also has the potential to improve overall quality of care. 
Providers will have access to: 


e evidence-based information on treatments that will help them make clinical and 
referral decisions and ensure patients receive the right service in the right place at 
the right time 


e information on best practice 
e results from lab and other diagnostic tests 


e system-wide waiting lists for health services, such as elective surgery or long-term 
care beds, so patients can be referred or placed as quickly as possible. 


The same information network can also be used by organizations manage adminis- 
trative responsibilities, order supplies, and monitor the use of their services so they 
can plan for the resources required to support their operations. 


Over the past year, the HappIN (Hamilton Area Public and Private Information Net- 
work) Project has been working with hospitals, the McMaster University Faculty of 
Health Sciences, the regional cancer centre, the Victorian Order of Nurses, the dis- 
trict health council, Mohawk College and the Department of Public Health and the 
family practice unit at the Academy of Medicine to develop such a network. To build 
on this initiative, the integrated health care system should: 


Strongly support the HappIN (Hamilton Area Public and Private 
Information Network) Project as a means to encourage effective 
communication and sharing of information among all partners in the 
integrated health care system. 


Support for Providers 


To fulfill its potential, the network needs the active support and participation of 
providers, particularly the primary care providers who have the greatest contact 
with patients, refer them to other services and monitor their ongoing health needs. 
Unlike their colleagues who work in hospitals, facilities or community-based agen- 
cies, primary care providers may not have access to the technology or the training 
they need to become part of a health information network. To help providers become 
part of the network and use it effectively, the integrated health care system should: 
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Work with the HappIN Project to identify the need for training and 
equipment, and develop a strategy to ensure all providers/health 
organizations join the network. 


Common Patient Record 


The patient information part of the network will be based on a common patient re- 
cord — one that will be developed within the primary care system and used in all 
other parts of the system. In general, the public is in favour of a co-ordinated health 
care information and sees the benefits of a common patient record. 


However, people are concerned about the confidentiality and security of patient re- 
cords, and they want some assurance that they can have access to their own records 
and test results. Right now, the network will be limited in its ability to establish a pa- 
tient record by provincial legislation. Under the Ontario Hospitals Acct, it is difficult 
to transfer patient records among organizations. To ensure the network is an effec- 
tive management tool, the integrated health care system should: 


Work with the HappIN Project and the Ministry of Health to develop a 
protocol for sharing patient information among health agencies and 
providers, which will safeguard confidentiality and protect the patient's 
right to his/her own information. 


2.2 Ensure Access to Services 


With health services being delivered in different ways and on many different sites — 
in the community, in hospitals and in out-patient clinics — getting access to the right 
service in the right place at the right time at the right cost is becoming a bigger issue 
for many people. Those responsible for planning programs and services will ensure 
appropriate services are available. An integrated health care system must then work 
to ensure that people know where to go for services and how to use the system ap- 
propriately (public education), that the services available are sensitive to differences 
in culture and that people can physically get to the right services (transportation). 


Public Information, Education and Communication 


Some people receive services in the wrong place at the wrong time because of gaps 
in the system. But many receive inappropriate care or care in inappropriate places 
(e.g., primary care in emergency departments) simply because they do not know 
where to go or how to use the system. 


In general, people believe they should be accountable for their use of health services. 
To be more responsible health care “consumers,” they need information about health 
services and education about how to use them. During public consultations, there 
was overwhelming support for a health information line, staffed by skilled profes- 
sionals, who can answer questions about health and direct people to the appropriate 
place for services or supports. Jurisdictions that have experience with a similar serv- 
ice report high public satisfaction, as well as a reduction in unnecessary visits to 
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emergency departments, urgent care centres and doctors’ offices and their associated 
costs. 


The general public, providers and organizations such as the Employer Committee on 
Health Care - Ontario (ECHCO) have all stressed the need for more education about 
health services, their costs and benefits. Said ECHCO in its recent report, “In recent 
years, the Ontario government has moved to contain costs by limiting the supply of 
health care services and funding. ... We believe the real ongoing savings, in terms of 
dollars and the health of the population, will come from better management of the 
demand side through more systemic, long-term changes,” including providing 
information and education, streamlining and co-ordinating services, and promoting 
health and preventing illness. Employers who are shouldering a bigger burden of 
health costs, through the employer health tax and through employer-funded health 
and drug plans, are willing to play an active role in trying to make these “systemic 
long-term changes." 


To provide people with the information and education they need, the integrated 
health care system should: 


Establish a public information, education and communication working 
group responsible for: 

- developing an implementation plan for a 24-hour 1-800 health 
information and assistance line 

- collaborating with employers, the education system, health providers, 
labour, the multicultural community, the Francophone community and the 
public to develop a community education strategy on the effective and 
efficient use of health services a nd resources 

- developing an information strategy to help people referred from outside 
Hamilton-Wentworth (i.e., Central West Region and other parts of the 
province) make more efficient use of tertiary and quaternary services. 


Culturally Sensitive Services 


Hamilton-Wentworth has an increasingly diverse population. About 19 per cent of 
the people in the region have a first language other than English or French. 


HWDEC has anecdotal reports of people having trouble getting health care services 
in a language they understand, and documented evidence of the problems facing 
members of the Francophone community getting primary care and other services in 
French (although Hamilton-Wentworth is designated as one of the communities that 
will provide services in French). Language and other cultural barriers are becoming 
a growing issue in all parts of the system: physicians’ offices, hospitals, home care 
and long-term care facilities — particularly in light of the number of new immigrants 
who settle in Hamilton-Wentworth each year. 


Problems related to language and culture were recently exacerbated by the provin- 
cial cuts in funding for all interpretor services. 


To provide high quality, culturally sensitive health care in such a diverse commu- 
nity, the integrated health care system should: 
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Work with the multicultural health sector to develop strategies to ensure 
people have access to culturally sensitive health services. 


Work with the Francophone community to develop strategies to improve 
access to french-language health services. 


Hamilton- 
Wentworth 348,735] 5,925) 20,030 3070 6,060} 6600; 7,340] 39,760 


SOURCE: Statistics Canada, 1991 


Transportation 


Regular Transportation/Patient Transfer 


With more services being provided in outpatient or community clinics, a growing 
number of people need transportation services to attend appointments. Any consoli- 
dation of health services on fewer sites in the community also has implications for 
transporation and access. 


Effective transportation must be an integral part of an integrated health care system 
— particularly in a region like Hamilton-Wentworth, where health organizations are 
concentrated in Hamilton, but serve people in a number of neighbouring communi- 
ties spread over 1,136 square kilometres. Particular attention must be given to the 
transportation needs of people in rural communities, including Flamborough, Glan- 
brook, Ancaster and Stoney Creek. 


Right now, organizations such as the Cancer Society, the Canadian Red Cross and 


Dundas Community Services organize volunteer-assisted local transportation serv- 
ices, but they are hard-pressed to meet the significant increase in demand for these 
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services. People who rely on D.A.R.T.S., the parallel transit system, report that recent 
funding cuts have reduced what was already inadequate service and led to changes 
in eligibility criteria that leave many people with no transportation alternative. For 
those who still qualify, the service is now limited to travel to medical appointments, 
work and school. 


Ambulances are often used to transport patients between facilities for diagnostic 
tests and treatments or to take people home after treatment. With the reorganization 
of hospital-based programs and services proposed later in this plan and the commit- 
ment to deliver “the right service in the right place at the right time,” the demand for 
this type of service may increase. In the past, there have been problems with the serv- 
ice, including long patient waits, test delays and high escort costs, because ambu- 
lances give priority to emergency calls over booked transfers. In April 1995, 
Hamilton-Wentworth began to pilot an regional elective patient transfer system de- 
signed to overcome problems with the transfer service. Two vehicles were desig- 
nated to handle transfers among the acute care sites, the Regional Cancer Centre and 
St. Peter’s Hospital. As a result, long patient waits were virtually eliminated, no ap- 
pointments were missed and escort costs dropped. However, the vehicles handled 
only five transfers a day, so more must be done to market the service to justify its 
cost. 


To improve transportation and ensure access to health care services, the integrated 
health system should: 


Work with the municipality to ensure that the municipal transportation 
plan now being developed has a positive impact on the community’s 
health. 


Assess the impact of any changes in health programs and services on 
access and the need for transportation. 


Work closely with the social service sector to develop an integrated 
transportation system that makes effective use of all resources, including 
ambulance transfer services, parallel transit, volunteer-assisted 
transportation and school transportation. 


Continue to support, market and evaluate the Hamilton-Wentworth 
Elective Patient Transfer Pilot Project . 


Emergency Transportation/Pre-Hospital Care 


Quick response in case of accident or emergency, stabilization at the scene and rapid 
transport to a hospital are key elements of an effective pre-hospital system. Ambu- 
lance services in Hamilton-Wentworth are provided by a number of private opera- 
tors licensed by the Ministry of Health. Some efforts have been made to improve the 
management of this service, including a new “state-of-the-art” dispatch and data sys- 
tem. However, like other ambulance services across Ontario, the Hamilton- 
Wentworth service continues to suffer from lack of performance standards and 
evaluation,’ due in large part to the way these services are managed. Studies of the 
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land ambulance services indicate that, with better information and management, re- 
sponse times could be improved, information gathered by emergency crews could be 
collected more efficiently and relayed directly to hospital ERs and critical care units, 
and ambulances and personnel could be deployed more effectively. 


In its role as tertiary care provider to Central West Region and, in some cases, other 
parts of the province, Hamilton-Wentworth also has a responsibility to provide acces- 
sible transportation corridors, particularly for air ambulance and other emergency 
services. 


To improve access to emergency transportation services and effective pre-hospital 
care, the integrated health system should: 


Develop a more effective way to manage and use land ambulance and 
paramedic services, including establishing standards and performance 
measures. 


2.3. Ensure Efficient Provision and Use of Supportive Services 


Efforts are already underway to manage the services that support health care more 
efficiently, including: 


e the Hamilton Region Hospitals Value Improvement Program, a joint hospital pro- 
gram that uses a systematic approach to: 


identify and eliminate unnecessary supplies and services costs 
standardize products and practices across the hospitals 
consolidate support services, such as pharmacy, laundry and nutrition services 


e programs to reduce the length of time people spend in hospital (e.g., the AC- 
TIV/NonACTIV daily management tool used in some medical units and the use 
of Care Paths) 


e education for physicians to reduce unnecessary diagnostic testing 


e management of laboratory services, including: 


the Hamilton Health Sciences Laboratory Program (HHSLP), which has pro- 
vided comprehensive rationalized laboratory services for inpatients and outpa- 
tients since 1969 

regionalized laboratories and procedures 

the use of standard methods 

bulk purchasing of laboratory supplies 

physician education to avoid unnecessary tests 


4 Accountability, Accounting, Value for Money. Office of the Provincial Auditor, 1995 Annual Report 
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e the 1990 Ernst and Young study, which found that health organizations in Hamil- 
ton-Wentworth could save a significant amount of money by sharing certain finan- 
cial services, such as joint financing, financial management and insurance. 


Better management of support services improves quality of care and has the poten- 
tial to reduce costs. The methodology used to assess hospital operations in Hamilton- 
Wentworth identified the potential to save a significant amount of money by 
operating more efficiently and reducing support service, laboratory and other costs 
— and that is in the hospital system alone. Efforts to co-ordinate and manage these 
services across the whole system would make it possible to provide more care at the 
same or a lower cost. 


To take advantage of the potential to reduce support and other costs, the integrated 
health care system should: 


Establish working groups on Support Services, Diagnostic Services, 
Laboratory Services and Financial Services, which will: 

- continue to explore more efficient ways to provide services 

- identify opportunities to consolidate or rationalize services 

- develop protocols, standards and quality control measures 

- promote best practices and evaluate outcomes. 


2.4 Support Volunteers 


Volunteers have been and will continue to be a valuable resource in the health care 
system. However, like any resource, they must be used and managed effectively, and 
volunteers must be supported in their roles. Volunteers should have opportunities to 
participate in all parts of the system — policy, planning, governance, service deliv- 
ery, education and research — and to enhance their skills and realize their desire to 
serve the community. Health services should work to match volunteer skills to sys- 
tem needs. To make the most effective use of volunteers and ensure they benefit 
from the experience, the integrated health care system should: 


Develop a co-ordinated approach to recruiting and using volunteer 
services, which strives to: 

- attract a range of volunteers who can meet needs in diverse geographic, 
ethnocultural and linguistic communities 

- recognize and respect volunteers’ motives in offering their services 

- provide training and support as required. 
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Part 3 
Adapt Health Programs and Services 


In an integrated health care system, programs and services are developed to meet 
health needs. Any changes in health services cannot be made in isolation, but must 
be made in the context of the entire system. The system works to anticipate the im- 
pact changes in one service will have on the rest of the system, and shifts resources 
to ensure that all parts of the system continue to provide excellent care. 


3.1. Expectations of Health Programs and Services 


Understanding Population Health Needs 


A close look at the health needs of the people of Hamilton-Wentworth revealed sev- 
eral distinct and significant trends: 


e the extent of illness and death caused by health conditions and accidents that are 
preventable 


e the aging of the population and health needs associated with aging 


e the growing number of people with disabilities and long-term chronic conditions 
and their need for appropriate services. 


e the growing awareness of mental health needs 


Causes of Illness and Death 


The following charts illustrate the main causes of hospitalization and death in Hamil- 
ton-Wentworth. 


For the most part, our citizens are coping with the effects of illnesses that could be 
prevented. 


In a system whose goal is to help people maintain or improve their health and re- 
spond effectively when they become ill, this view of health needs argues for: 


e stronger investment in primary prevention and early detection services — efforts 
to promote health and prevent disease and accidents 


e investing in rehabilitation services that help people regain their health 


e maintaining the appropriate level of the acute and continuing care services re- 
quired to treat those who fall ill. 
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LEADING CAUSES OF MORBIDITY OF HAMILTON-WENTW ORTH 
RESIDENTS, by Gender, 1992 
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Source: Ontario Ministry of Health, 1986-92 Morbidity and Mortality Reports, 1995 
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The Aging Population 


Between 1986 and 1991, the number of people over age 65 in Hamilton-Wentworth 
grew from just 51,000 to over 60,000 — an increase of almost 18 per cent. While the 
greatest number of seniors live in Hamilton, the percentage of older people in some 
of the smaller communities, particularly Ancaster and Stoney Creek, has increased 
dramatically over the past 10 years. 


With improvements in income, education, nutrition and preventive health services 
over the past fifty years, a growing number of people are aging in good health. They 
have little need for health services. However, a significant percentage will need ac- 
cess to services that support health and independence, such as occasional home nurs- 
ing services, home-making services, physiotherapy and rehabilitation services. For 
the most part, seniors will not need to be hospitalized except for short periods of 
time, but they will need a range of community-based services and supports to help 
them avoid institutionalization. 


In planning to meet the needs of its aging population, Hamilton-Wentworth must 
also take into account the growing percentage of seniors (up 32 per cent between 
1986 and 1991) who are living alone. Those with no family member(s) to help them 
are at greater risk for health problems. When they do develop health problems, they 
are more likely to need “institutional” care in a long-term care facility. 


Planners must also be aware of the increase in prevalence of mental illness and de- 
mentia among seniors, and the need for appropriate mental health services. Accord- 
ing to recent Ontario statistics, about 10 to 15 per cent of older people experience 
some form of depression, 14 per cent of days spent in hospital by older people are 
due to mental health problems, and 37 per cent of the people in chronic care hospi- 
tals are older people with mental health problems. According to the Canadian Study 
of Health and Aging, the prevalence of dementia increases with age and eight per 
cent of all Canadians over 65 suffer from dementia. 


These changing demographics argue for: 


e significant investment in primary prevention services that will help seniors stay 
well and independent 


e greater investment in community-based continuing care services — such as home 
care, rehabilitation services and palliative care services — that help seniors man- 
age their changing health and remain independent and that can be delivered 
throughout the region 


e the need to develop and maintain appropriate services for seniors who need long- 
term care services that cannot be provided in the home 


e the need to integrate appropriate mental health services into all programs and 
services for seniors. 
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People with Disabilities and Long-Term Chronic Conditions 


Between 1986 and 1991, the number of people with disabilities in Hamilton- 
Wentworth increased from 58,435 to 68,680. Over that same period, the number with 
severe disabilities almost doubled. 


Persons Aged 15 To 64 With Disabilities Living in Households 
For the Hamilton Census Metropolitan area 
1986 And 1991 


Municipality | Level of Severity 


Hamilton Census All Levels 58,435 68,680 


SOURCE: Health and Activity Limitation Survey, 1986, 1991 


In part, the increase is due to the quality of our health services. With advanced 
trauma, life support and critical care services, people are more likely to survive seri- 
ous accidents or injuries than they were in the past. With new drug treatments, peo- 
ple with chronic disabling diseases, such as AIDS, are living longer. The number of 
people with disabilities in Hamilton-Wentworth may also reflect the quality of our 
programs and services. Hamilton-Wentworth is the provincial centre for the treat- 
ment of Acquired Brain Injury and many people come here from other parts of the 
province for care. 


The growing number of people with moderate to severe disabilities argues for: 


e the need for a range of appropriate continuing care services and supports to help 
them maintain their health and independence. 
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Mental Health Needs 


According to the Ontario Health Survey — Mental Health Supplement”, about two 
percent of the population will have severe mental health problems and about 8 per 
cent will use mental health services. However, of greater importance is the fact that 
most people with a mental health disorder go untreated. Using provincial prevalence 
figures, Hamilton-Wentworth estimates that the following number of people need 
mental health services: 


PREVALENCE ESTIMATES FOR MENTAL HEALTH DISORDERS, 1996 


Prevalence in Estimated Number of Estimated Number of 
Central West people with disorder in | people with disorder in 
Region Hamilton-Wentworth® | Central West Region? 


Severe Mental Illness |2.7% 13,638 59,634 
(overall prevalence) 

One or More 19% 95,971 419,649 
Disorders 


pene Disorders 42% leosig 613 loe5041 041 
Affective | Affective Disorders _| 30,306 132,524 


Substance Abuse T% 35,358 154,608 
penetrene om 


Antisocial | Antisocial Behaviour _| EE oS) 10, 40102 —sCSd 44 eee we 


Mental Health 
Disorder 


The number in Hamilton-Wentworth may, in fact, be higher because people with 
mental health problems often settle in communities that are close to in-patient serv- 
ices, such as those offered by the Hamilton Psychiatric Hospital and other hospitals, 
and are more likely to have community-based services and supports. 


People experience mental health problems at all ages and stages of life and health 
This argues for: 


e the need to integrate mental health services into primary, continuing and acute 
care services 


e the need for education, services and supports that will help primary care provid- 
ers promote mental health, prevent mental illness, diagnose and care for those 
with mild and moderate problems and refer those with severe problems 


5 Ontario Health Survey, Mental Health Supplement. Ministry of Health, 1990. 
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e anintegrated network of community-based, outpatient and inpatient mental 
health services . 


Regional Responsibilities 


In addition to providing services to meet the full range of needs for people in Hamil- 
ton-Wentworth, our health care system is responsible for providing specialized, terti- 
ary and quaternary acute care services — including psychiatric services — for people 
in the Central West region and in other parts of Ontario. 


Right now, a percentage of people in Central West go to other regional centres, such 
as London or Metropolitan Toronto for care. As the health care systems in those re- 
gions restructure, it may be more difficult for people from Central West to receive 
care. There is the potential for an increase in demand for specialized acute care serv- 
ices in Hamilton-Wentworth. This means that Hamilton-Wentworth must take into 
account the specialized health needs of Central West region, and ensure the acute 
care sector has adequate capacity to meet those needs. 


A Commitment to Health Promotion 


Hamilton-Wentworth has adopted the World Health Organization definition of 
health as a “resource for everyday life .” That means that health is more than “an ab- 
sence of disease” and that health promotion must reach beyond disease prevention 
to include other activities that help people live full, satisfying lives. 


This view of health and health promotion argues for: 


e astrong primary care system that has the potential to support, enhance and pro- 
mote health as well as the capability to prevent disease 


e an integrated health care system that is, in itself, health promoting for those who 
work in the system and those who use its services 


e ahealth care system that works to influence other organizations whose policies 
and activities affect health. 


The Need for Change 


Health services in Hamilton-Wentworth have gone as far as they can adjusting and 
trimming services, hospital by hospital, doctor by doctor, or agency by agency. Or- 
ganizations can no longer plan in isolation for services delivered in the home, at a 
doctors’ office, in hospitals and in nursing homes. Funders can no longer invest dis- 
proportionate amounts of the health care budget in one or two parts of the system. 
And the health care system can no longer put a disproportinate amount of effort into 
treating illness, rathering than promoting health. 


Instead, we must be willing to look critically at all our community health services — 


including doctors’ services, home care, public health, services provided by hospitals, 
long-term care facilities, mental health services, ambulance and emergency services, 
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health research and education — and develop a plan that will build on our strengths 
and encourage all health organizations and providers to work together as a system. 


The following pages describe a plan for comprehensive health care programs and 
services. It is a five-part strategy that involves: 


strengthening primary care 

increasing continuing care 

integrating and strengthening mental health services 
reconfiguring acute care services 


supporting education and research. 


38 


Our Health, Our Future 


3.2 Strengthen Primary Care 


In an integrated approach to health care, primary care is the cornerstone of the sys- 
tem. It is the first contact that most people have with the health system, and the route 
by which people are referred, when necessary, to other health care services. 


Primary care services have the potential to help people maintain their health, pre- 
vent disease or catch and treat problems early. People who receive high quality, re- 
sponsive, proactive primary health care are more likely to lead healthier lives and to 
avoid or limit their need for complex, specialized and costly health services. 


Primary Care Services Now 


Right now, Hamilton-Wentworth has a mix of primary health care professionals, pri- 
mary health care organizations and community-based health services that provide 
care at a cost of about $145 million each year. The community benefits from the num- 
ber of dedicated professionals, many of whom are closely linked to the academic cen- 
tre. Patients also benefit from having a choice of primary care providers and 
organizations. 


However, the ability of our primary care services to provide responsive, proactive 
primary health care is limited by a lack of inte- 
gration among primary care providers and be- Responsive, proactive primary 
tween primary care providers and other health health services: 

services. The providers themselves see primary 
care not as a system of services, but as a series of 
fragmented programs, services and health pro- 
fessionals. 


- are consumer focused and sup- 
port informed consumer choice 
are comprehensive, universal 
and accessible, 24 hours a day, 
seven days a week 
make effective use of a range of 
different primary care providers 


To help develop the primary care strategies for 
this paper, the Health Action Task Force estab- 
lished an ad-hoc primary health care working aie 
group, the first group of its kind in Hamilton- Sareroaderd 2 

: recognize the broader determ1 
Wentworth. Members realized that such a 

; nants of health 

group has the potential to improve co-ordina- 
tion and communication among primary care 
providers, develop links with other parts of the 
system, and lead to better primary care. 


encourage responsible use of 
health services and resources 
are supported by high quality, 
appropriate research, education 


and information. 
To encourage primary care providers to collabo- 


rate and build on the momentum gained over 
the last few months, the integrated health care 
system should: 


Establish a primary health care co-ordinating group for 
Hamilton-Wentworth. 


Those working in primary care often do not know enough about other community 
resources to refer their patients to appropriate services. Family physicians do not al- 
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ways get the support they 
need to provide responsive 
primary health care. The 
structures and data and infor- 
mation systems proposed as 
part of the integrated system 
will help resolve some com- 
munication and integration 
problems. However, there are 
other issues the primary care 
sector must deal with di- 
rectly, including: 


e the problems that some 
populations, such as the 
homeless, people with ad- 
dictions, people with men- 
tal health problems, 
victims of violence, Franco- 
phones and members of 
various ethnocultural 
groups, experience access- 
ing primary care services 


e the difficulty that many 
people experience getting 
primary care in the eve- 
nings or on weekends. 
Some family physi- 
cians /general practitioners 
do not provide flexible of- 
fice hours (i.e., in the eve- 
nings) or on-call services 
outside of office hours. 
This means that patients 
must seek more costly care 
in walk-in clinics or emer- 
gency departments, from 
providers who are not fa- 
miliar with their health his- 
tories. 


e the number of people who 


Primary Care Resources in Hamilton-Wentworth 


- 416 physicians (including those who work in solo 
practices, group practices, CHCs, and HSOs) 
501 nurses (this includes 255 home care and visiting 
care nurses who will provide continuing and acute 
care as well as primary care services) 
59 chiropractors 
239 dentists 
159 dental hygienists 
70 dieticians 
9 midwives 
259 physiotherapists 
72 psychologists 
38 optometrists 
490 pharmacists 
218 occupational therapists 
240 social workers 
3 community health centres (CHCs) 
37 health service organizations (HSOs) 
45 independent health facilities 
episodic care centres (walk-in clinics and house call 
services) 
home care services 
the department of public health 
three local health information lines (a sexually 
transmitted disease line, a parent-child health infor- 
mation line and a line with taped messages on dif- 
ferent health topics) 
the provincial Cancer Information Services informa- 
tion line 
community mental health and addictions services 
many non-profit organizations (e.g., Heart and 
Stroke Foundation, Canadian Cancer Society, Lung 
Association) 


The region’s two urgent care centres and four emer- 
gency departments also provide some primary care in 
that about 40 per cent of the people who go to emer- 
gency departments could be treated safely in a primary 
care setting. 


will see several different providers for the same health problem (e.g., family physi- 
cian, emergency department, walk-in clinic) as opposed to being “rostered” with 
one primary care provider or organization 


e the fact that family physicians working outside community health centres and 
health service organizations are not specifically paid for services that assure conti- 
nuity of care for patients, such as providing advice over the phone, communicat- 
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ing with specialists, co-ordinating other services, or monitoring a patient's care 
when he/she is referred to another service 


e the rigidity of the fee-for-service system, which: 


- does not allow for payments to other providers, such as nurses, dieticians, 
mental health workers, chiropodists and physiotherapists, so it is difficult to 
develop and maintain effective interdisciplinary teams 

- rewards individual treatment services and discourages primary care physi- 
cians from promoting individual or population health or working to address 
broad determinants of health, such as adequate housing and income 


e the lack of tools and resources required to fulfill the roles of health promotion, dis- 
ease prevention, treatment/curative care, rehabiliation services and support. 


Developing Responsive, Proactive Primary Care 


To overcome the structural problems that limit primary care services from providing 
responsive, proactive care, the integrated health care system should: 


Pilot test community-based primary health care networks in three different 
places in Hamilton-Wentworth. 


Family physicians, home care, the department of public health, local primary health 
services, allied health professionals, local long-term care services, local housing de- 
velopments, churches, schools, libraries and recreation centres, and other relevant re- 
gional services (e.g., mental health programs, addictions services, parallel transit 
services, etc.) would all be part of the networks. These professionals and services 
would not necessarily be located together, but they would develop effective ways to 
communicate and to link their services and ensure people can move easily from one 
service to another. 


The goals of the networks would be to: 


e develop appropriate interdisciplinary teams that would provide and co-ordinate 
primary health care for individuals and populations within a geographic area 


e provide access to primary medical care services, 24 hours a day, seven days a 
week, to residents in the defined area 


e identify population health needs, goals, targets and strategies 
e seek out experts/skills required to meet the health needs of the population (e.g., 
french-language services for the Francophone population or people knowledge- 


able about outreach programs for homeless people) 


e improve co-ordinated individual, group and community health promotion strate- 
gies 


e co-ordinate care between health and social services professionals. 
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The networks would also establish links with specialists, the Faculty of Health Sci- 
ences, acute care hospitals, urgent care centres, emergency departments and social 
services — and other services that would support the family physician. They would 
ensure that clients receive the right mix of services to meet their needs, and that the 
right services are provided in the right place at the right time. 


The networks would be voluntary: people living in the geographic areas they serve 
would choose whether to join. The pilots could be used to target high risk popula- 
tions and those who have difficulty accessing existing services. Over time, the out- 
comes should be: more appropriate use of health services, better health, greater client 
satisfaction with the health system and lower health care costs. 


To develop the pilots networks, the integrated health care system would establish a 
design/implementation committee, made up of local primary health care providers 
and representatives from acute and continuing care, who would: 


e select the sites (which should include an urban area, a rural area and an area with 
high risk populations) 


e determine the appropriate size for the network in terms of area, number of provid- 
ers and population 


e decide how to develop the patient or population base while still ensuring that peo- 
ple are still able to choose their primary care providers 


e explore how to build on existing strengths and informal links in developing the 
networks 


e look at different models for organizing the networks and providing some network 
functions, such as 24 hour coverage (e.g., an on-call group, an after hour family 
medicine clinic at an urgent care centre, etc.) 


e assess the ability of the different networks to achieve their goals 


e recommend approaches/models that could be used across Hamilton-Wentworth 
to strengthen primary care. 


The staff and skills required to build and support the networks could be seconded 
from existing organizations, and the pilots could be established at relatively low cost, 
particularly given their potential to improve health and reduce inappropriate use of 
other health services. 


Overcoming Barriers to Proactive Primary Care 


The major barrier to developing stronger, more proactive primary care services are 
the provincial restrictions on patient rostering and funding for physicians and other 
primary care services. Right now, it is extremely difficult to shift money from the fee- 
for-service pool to try new or blended approaches, and there are no guidelines (out- 
side CHCs and HSOs) for rostering patients. Therefore, we recommend that: 
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The Ministry of Health move immediately to 

- support the development of patient rostering 

- modify/reform the fee-for-service system and provide alternative ways to 
pay physicians that support/encourage/reward more proactive primary 
health care. 


Using Other Health Care Resources More Effectively in Primary Care 


Other resources in the system, particularly the urgent care centres and paramedics 
services, could be used to strengthen primary care. The skills and equipment in both 
these services could be used to provide more treatment in the community and re- 
duce the need for hospitalizaion. The urgent care centres already provide “unsched- 
uled” care for people outside their family physician’s office hours. When not 
required for emergency calls, paramedics are now being used effectively in the Che- 
doke Urgent Care Centre to provide some community-based care and reduce the 
need for more costly hospital services. Effective ways to paramedic services in pri- 
mary care should be explored. Until the Health System Board can determine the 
most appropriate location and role for the urgent care centres, the integrated health 
care system should: 


Maintain the urgent care centres now located on the Chedoke site and at 
St. Joseph’s Health Centre in Stoney Creek. 


With the growing number of people getting receiving ambulatory or outpatient care, 
and then needing primary care follow-up and with the decreased use of emergency 
departments for primary care, there will be an increase in demand for — and cost of 
— primary care services. To be able to meet the growing demand for primary care, 
the integrated health care system should: 


Ensure an appropriate level of funding for primary care to accommodate 
changes in the acute care sector. 
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3.3 Develop Continuing Care Services 
Continuing care involves a range of community-based and hospital-based services 
designed to support people who, because of age, injury, illness or physical disability, 


need continuing health care and community support services, including: 


rehabilitation 


long-term care 


e chronic care 


palliative care 


Continuing care services have the potential to help people recover lost health and 
maintain their independence for as long as possible. Used appropriately, they also 
have the potential to reduce the need for emergency and acute care, and to relieve 
pressure on acute care beds by providing a more appropriate, low-cost setting where 
people can recover from injuries and illnesses. 


Continuing Care Services Now 
People can be referred to continuing care services from: 


e primary care services — because of a minor accident or injury or because of some 
deterioration in their health 


e acute care services — because they have recovered from the acute phase of a seri- 
ous accident or illness and now need some form of ongoing care and support. 


Hamilton-Wentworth has extremely dedicated continuing care providers, and a his- 
tory of strong collaboration. The community has developed many of the services re- 
quired to respond appropriately to the population’s continuing care needs. 
However, despite the efforts of individual providers and organizations to work to- 
gether, these services are not organized into a comprehensive continuing care sys- 
tem. Transfers between the continuing and acute care system are difficult, as is 
communication among continuing care providers. As a result, clients complain about 
being reassessed whenever they move from one service to another. Some services are 
fragmented and spread over too many sites. And there are still significant unmet 
needs in the community, including: 


e services in emergency departments that could assess people and direct them to ap- 
popriate continuing care services 


e long-term care services, particularly in rural parts of Hamilton-Wentworth 


e short-term or transitional beds that could be used for people recovering from sur- 
gery, such as a knee or hip replacements, who do not need the level of care pro- 
vided in an acute care hospital but who need some time to recuperate before they 
can go home 
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e beds in long-term care facilities 
e supportive housing for adults with physical disabilities 


Some of strategies and tools already discussed — such as the proposed community 
health information network, the common patient record, the 24-hour 1-800 health in- 
formation and assistance line, and a more co-ordinated transportation system will 
help resolve some of these problems. In addition, continuing care services in Hamil- 
ton-Wentworth should pursue the following strategies to improve quality of care 
and fill gaps in services: 


e build on innovative ways to deliver continuing care services to improve the health 
and well-being of clients and their families 


e consolidate facility or institution-based services on fewer sites to take advantage 
of economies of scale and allow certain sites to specialize 


e use the proposed regional programs (elderly, people with disabilities, rehabilia- 
tion, specialized health care for the elderly, and palliative care) to develop links 
with primary and acute care, and improve the quality and consistency of care 


e consider designating, within each integrating program, a lead agency or organiza- 
tion responsible for administering services for the different populations and pro- 
grams 


The following sections describe how these strategies can be used to improve each of 
the four fields of continuing care. 
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Rehabilitation Services 


Rehabilitation services in Hamilton-Wentworth have evolved haphazardly, with hos- 
pitals and the private sectors developing individual programs to meet perceived 
needs. This has led to a fragmented system, with a number of inpatient rehabilitation 
beds in each hospital, duplication between out- 
patient services and those provided in private 
clinics, and inadequate services for some popu- 
lations, including the elderly and people with 
multiple sclerosis. 


Organizations that Provide Rehabilita- 
tion Services in Hamilton-Wentworth 


e St. Joseph’s Hospital 


One hundred hospital beds in the region are St. Joseph’s (east end) Community 


designated as rehab beds, but the hospitals re- Healthy’ Gentre 

port that, to meet the demand for services, 

they are currently using 138 beds for rehabilita- Hamilton Civics Hospital 

tion. The beds are distributed across four insti- 

tutions, with the largest number, 51, at the Chedoke McMaster Hospitals 

Chedoke site, 43 at the Hamilton Civics (4 of 

them at the Concession Street site), 34 at St. Pe- Chedoke Family and Child Centre 

ter’s.and 10 at St. Joseph’s. Some of these pro- 

grams are too small for the hospital to St. Peter’s Hospital 

economically provide the range of profes- | 

sional skills required for rehabilitation. Outpa- Hamilton-Wentworth Home Care 

tient services are offered at all six hospital sites 

and at 42 private clinics. Four hospitals run 42 private rehabilitation clinics 

run day hospital programs, and the Home 

Care Program funds some rehabilitation serv- Services include in-patient rehabilitation 

ices delivered in people’s homes. services in all acute hospitals, inpatient 
beds spread over three sites, outpatient 

Recent research indicates that rehabilitation services offered by all hospitals and two 

services are more successful when practiced in | centres, day hospital serv ices on four 

specialized units. Dedicated rehabilitation sites, clinic services and services deliv- 

units have the critical mass, economies of scale} ered in the home for those who cannot 

and focus on rehabilitation that allow them to attend outpatient clinics. 


provide better training for staff, more co-ordi- 
nation of services, earlier mobilization, more 
attention to preventive measures and more patient/family education and involve- 
ment. 


The need for rehabilitation services is increasing and will continue to do so. Based on 
an assessment of current utilization rates (which are significantly lower than the cor- 
responding rates in Metropolitant Toronto), the percentage of people in hospital 
with Alternate Level of Care days who are waiting for access to a rehabilitation beds, 
the number of people discharged from chronic care beds who stayed less than 219 
days (who likely needed rehabilitation rather than chronic care) and the existing 
gaps in community-based services (e.g., speech language pathology), the health sys- 
tem will need 144 rehabilitation beds in 1996, 159 by the year 2000 and 174 by the 
year 2005. 
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To provide high quality rehabilitation services, the integrated health care system 
should: 


Make Chedoke-McMaster the lead organization for rehabilitation services 
in Hamilton Wentworthresponsible for planning and co-ordinating these 
services. 


Establish a Rehabilitation Centre on the Chedoke site, and consolidate all 
rehabiliation beds and funding now in acute hospitals or the chronic 
hospital at the centre. 


Consolidate all outpatient rehabilitation services on a smaller number of 
sites, to be selected based on the reconfiguration of the acute care system 
the space required, accessibility and the number of clients served. 
Although long-term rehabilitation is best done in a specialized unit, rehabilitation is 
a process that must begin as soon as possible after illness or injury. The integrated 
health care system should: 
Continue to provide rehabilitation services in all acute care settings in 
Hamilton-Wentworth for patients who need these services during an acute 
illness or before being transferred to the rehabilitation centre or another 
setting in the community. 
The lead organization should work with the acute care settings to determine: 
e the most efficient way to administer and provide these services 
e ensure continuity with rehabilitation services provided in other settings. 
Hamilton-Wentworth also has four day hospital programs that provide rehabilita- 
tion services to 107 clients each day. For these services to be effective, they must be 
easily accessible. Consolidation will not benefit clients or improve quality of care. 


We recommend: 


Continue to locate day hospital rehabilitation programs strategically 
throughout Hamilton-Wentworth to meet the population’s needs. 


In restructuring rehabilitation services and developing a rehabilitation system, the 
Rehabilition Program and lead organization should consider the following: 


e preventive programs, particularly those targeted at the high risk elderly popula- 
tion 


e a process to ensure timely referrals from acute care to rehabilitation 
e meeting the rehabilitation needs of people with multiple sclerosis 


e closer working relationships among all those involved in rehabilitation, including 
the private and public sectors 
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e standard ways to collect and report data 


¢ ways to reduce duplication, particularly of single therapy services, such as physio- 
therapy. 


The regional program should also: establish standards and protocols, monitor qual- 
ity of care and compliance with standards, and work with the education and re- 
search sector to develop appropriate clinical education. 


Long-Term Care Services 


Long-term care services include community-based services for particular popula- 
tions, such as those provided by the Home Care Program, as well as the services pro- 
vided in long-term care facilities. 


Long Term Care Community Services 


Long-term care community services include nursing care, homemaking and a range 
of therapy services, medical supplies and supplies provided for people in their 
homes, lodging homes and long term care facilities. Long-term care community serv- 
ices providers provide care for people who, without the assistance at home, would 
be in hospital or long-term care facilities. 


The Hamilton-Wentworth Home Care Program, funded by the Ministry of Health 
and administered by the Victorian Order of Nurses, commissions most of the home- 
making, personal support and professional services provided in homes, places of 
work, schools and the community. The Home Care Program provides some services 
directly and purchases the rest from private and not-for-profit, health and social serv- 
ice agencies in Hamilton-Wentworth. There is a close link between the Home Care 
Program and the Placement Co-ordination Service, also funded by the Ministry of 
Health and administered by the Victorian Order of Nurses, which arranges for res- 
pite care to support family caregivers and helps place people who can no longer be 
cared for in their homes in long-term care facilities. The Ministry of Health also 
funds about 50 other health and social service agencies in Hamilton-Wentworth that 
provide anywhere from one to 10 different long-term care services. And there are 
other agencies and programs serving people who need long-term care funded by 
other organizations. The goal of long-term care reform is to integrate these services 
into an accessible, responsive system that promotes health and well-being for people 
who need long-term care and their caregivers. 


To improve/co-ordinate access to long-term community services, the Ministry of 
Health recently (January 1996) announced Community Care Access Centre (CCACs), 
independent community organizations with charitable status, which will take over 
the functions now provided by the Home Care Program and the Placement Coordi- 
nation Service. CCACs will determine people’s eligibility for funded services and 
provide information about other community services. The CCACs will also use a 
regular tendering process to contract with not-for-profit and private agencies twho 
can provide the “highest quality” long-term care community services “for the best 
price.” Hamilton-Wentworth will have one CCAC. 
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Service Issues 


Over the past five years, home care caseloads and admissions have more than dou- 
bled. This is due in part to changes in hospital practices — including shorter hospital 
stays and the shift from inpatient to outpatient services — and in part to the aging of 
the population. With the proclamation of the Long-Term Care Act (March 1995), 
home care services are no longer a fully insured service based on physican referral 
but a “capped” service that must be provided within a finite amount of resources. 


The Home Care Program is hard pressed to meet the increased demands for care 
within capped resources. As a result, waiting lists for some services are growing. 
For example, in January 1996, 12 adults and 50 children were on waiting lists for 
speech pathology® services and 268 adults and 84 children were on waiting lists for 
occupational therapy services. Some had been waiting six months. 


To respond to the growing demand for services, long-term care community service 
providers have looked for innovative ways to deliver care. For example, the Coali- 
tion of Community Health and Support Services (Home Care and community sup- 
port agencies) piloted the E-8 project, an interservice team of providers from 
different agencies, which provides long-term care community services for a commu- 
nity in the east end of Hamilton. The project proved that integrated service delivery 
can streamline assessments, eliminate duplication and blend roles among health and 
social service agencies. Clients were more satisfied with the service, and the cost of 
providing care dropped. Based on the success of the pilot, the Coalition has submit- 
ted a proposal to implement the integrated neighbourhood service teams across 
Hamilton. The Coalition estimates that a $400,000 investment in training and man- 
agement and information systems will lead to a $5,205,000 cost saving. 


Through the Quick Response Service (ORS), a separately funded pilot program, sen- 
iors in an emergency situation (i.e., seniors who have fallen, broken a bone, devel- 
oped an acute or chronic medical condition or had their regular family care 
interrupted) can receive home care services, such as flexible homemaking and, if nec- 
essary, up to five nights in one of three designated beds in a lodging home to help 
them manage the emergency. Available seven days a week from 8:30 am to 10:00 pm, 
the ORS helps prevent unnecessary hospital admissions. The success of the program 
depends on: 


The Department of Public Health recently eliminated its speech language services and, in the current 
fiscal environment, services provided by the boards of education are also vulnerable. These changes 
increase the demand for services from Home Care. Within exisitng programs and budgets, Home 
Care is not able to provide speech language services to certain groups who may benefit from these 
services, including people with developmental disabilities, caregivers of Alzheimers patients, and 
clients in long-term care facilities. Because Home Care does not have an audiologist on staff, it does 
not service people with hearing impairments. 
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e staff in emergency departments and those in the proposed 1-800 health informa- 
tion and assistance line being aware of the service and referring people appropri- 
ately 


¢ access to appropriate services and resources. 


To build on the potential of long-term community services to promote health and re- 
duce hospitalization, the integrated health care system should: 


Integrate the Quick Response Service and its funding with the Home Care 
Program or the proposed Community Care Access Centres and expand the 
capacity to respond quickly and flexibly to emergency situations. 


Continue to designate three lodging home beds for use by the Quick 
Response Service. 


Explore the potential of a stronger health promotion/wellness approach in 
home care services. 


To encourage more cost effective ways to deliver long-term community services, the 
integrated health care system should: 


Implement the integrated neighbourhood service team model developed 
by the Community Coalition of Health and Support Services, and 
emncourage them to develop effective links with the proposed primary 
care networks and the acute care sector. 


Encourage service providers working in certain specialized fields, such as 
palliative care, acquired brain injury and renal dialysis, to develop 
regional specialty teams that can work with the neighbourhood teams and 
provide specialized services when needed. 


Ensure the Community Care Access Centre (CCAC) establishes criteria for 
funding long-term care community services that require providers to 
demonstrate their ability to become part of an integrated service and 
communication system that promotes excellence in care. 


Given the demographics of Hamilton-Wentworth and changes occurring in other 
parts of the health care and social service system, including acute care, public health 
and school boards, demand for home care services will continue to grow. To meet 
the needs, long-term care community services will need additional annual resources 
to the year 2000. To ensure that services are able to respond effectively, the inte- 
grated health care system should: 


Allocate funds to long-term care community services based on 


evidence-based practice standards, service protocols and appropriate 
standards for waiting times for service. 
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Ensure appropriate levels of funding for long-term care community 
services to accommodate increased volumes due to changing patterns of 
care. 


Family Caregivers 


Right now, families provide 80 per cent of the care for seniors and a significant 
amount of the care for people with disabilities or chronic health problems, people 
who need rehabilitation services, people with mental health problems and people 
who are at the palliative stage of life. With the growing financial pressure and the re- 
structuring of health and social services, families and friends are being asked to do 
still more. But family caregivers are not paid staff, and they cannot be expected to fill 
that role. 


Research indicates that overburdened family caregivers who do not receive the sup- 
port of formal community services withdraw from caregiving. When that happens, 
the only option left for people who need ongoing care is institutionalization. Organi- 
zations such as the VON, Alzheimers’ Society, Placement Co-ordination Services and 
public health are already working together to provide the education,support and res- 
pite care that family caregivers have the right to expect from the health system. 


Respite care can be provided by paid staff who come into the home to provide care 
while the family caregivers have a holiday or break. Arrangements can also be made 
to place the family member who needs ongoing care in a respite bed in a long-term 
care setting. Unfortunately, with the shortage of long-term care beds in Hamilton- 
Wentworth and the cost involved (there’s a charge to the family for the use of the 
bed), it is often difficult for family caregivers to take advantage of this service. Serv- 
ice providers would benefit from more research on cost-effective ways to support 
family caregivers. 


To recognize the vital role that family caregivers play in continuing care, the inte- 
grated health care system should: 


Develop a strategy to provide ongoing, co-ordinated support for family 
caregivers. 


Long-Term Care Facilities 


Long-term care facilities provide accommodation and services for people who, be- 
cause of age or disability, cannot manage at home and need ongoing care, but who 
do not need complex hospital-based services. 


Add Long-Term Care Beds 
Hamilton-Wentworth has 2,477 long-term care beds in 18 facilities. Hamilton’s ratio 
of beds to every 1,000 people over age 75 (87 to 90) is significantly lower than the pro- 


vincial average (115.8). Because of the shortage of long-term care beds, over 800 peo- 
ple are waiting for places in long-term care facilities. 
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While they wait, many frail seniors are in expensive, acute hospital beds. In 1994/95, 
Hamilton-Wentworth’s health care system spent at least $5 million to keep long-term 
care patients in acute care beds, as opposed to the $1 million ($1.7 million with copay- 
ment) it would have cost to care for them in a long-term care setting. With more long- 
term care beds, Hamilton-Wentworth could provide more appropriate, cost-effective 
care that would meet current and future needs. 


To determine the need for long-term care beds, the DHC used a number of factors’ 
to adjust the waiting list number and estimates that Hamilton-Wentworth needs a to- 
tal of 2,905 beds in 1996 (428 more than those currently in place or planned) and, by 
the year 2021 will need a total of 4,701 long-term care beds. 


The Ministry of Health has “frozen” the number of long term care beds for two years 
while it sets provincial targets. During that time, it has committed to moving long- 
term care beds from parts of the province that are oversupplied to those, like Hamil- 
ton-Wentworth, that are undersupplied. This process is complex and often involves 
purchasing, at significant cost, the licences for beds from private nursing home op- 
erators. However, the Ministry of Health will help with the negotiations. 


Recognizing that the situation is complex, the integrated health care system should: 


Add 428 new long-term care beds as soon as possible, and distribute these 
beds throughout the region to meet needs. 


Designate Short-stay or Transitional Beds 


Long-term care facilities can also provide a valuable short-stay or transitional service 
(usually one to six weeks) for: 


¢ people who are recovering from surgery or an acute illness, who no longer need 
intense hospital services but are not yet ready to go home 


e home care clients who experience a sudden illness or emergency but who do not 
need to be hospitalized 


¢ seniors or people with disabilities whose family caregiver needs a break (respite 
care) 


For example, people who have had a hip or knee replacement can be cared for safely 
and given time to recover and regain their strength in a long-term care facility rather 
than an expensive acute care bed. 


7 People on the waiting list who are in long-term care facilities but want to move to another location, 
people who will wait until they can get a preferred location, the number of new beds already 
approved for funding but not yet built, people in long-term care facilities or on the waiting list who 
will likely move to long-term care facilities in Halton Region when they are complete, the overall 
health of the population, and the impact of long-term care reform. 
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Recent efforts to use short-stay or transitional beds have proven effective. For exam- 
ple, since 1993, St. Joseph’s Hospital has transferred 23 patients from acute hospital 
beds to two supportive short-stay beds in St. Joseph’s Villa. Staff report that the pa- 
tients return home with more confidence and stamina and do not need home care 
services. 


An assessment by St. Peter’s Hospital and the Hamilton acute care hospitals indi- 
cates that, on average, there are 31 patients in acute care hospital beds who could be 
cared for safely in short-stay beds in long-term care facilities. 


The Ministry of Health supports this concept and has set a provincial target of five 
per cent of long-term care beds designated for short-stays and will fund these beds. 
Right now, Hamilton-Wentworth has a total of 21 short-stay beds in six long-term 
care facilities (.85 per cent). Two are used to help people make the transition from 
hospital to home. The remaining 19 are used for respite care and administered by the 
Placement Co-ordination Service. 


A “short-stay” bed program would have to planned, with policies and criteria for ad- 
mission that ensure the beds are used for the purpose intended. It should also be 
evaluated for its cost effectiveness and impact on the need for other health services. 
To take advantage of the potential for short-stay or transitional beds to reduce acute 
care costs and provide the right service in the right place at the right time at the right 
cost, the integrated health care system should: 


Maintain the 19 respite beds in long-term care facilities. 


Designate eight beds in long-term care facilities in Hamilton-Wentworth 
as “short-stay” or “transition” beds. 


Developing Services for People with Aggressive Behaviour 

In general, people in long-term care facilities are older and less healthy than they 
were 10 years ago. (Healthier people are now supported in the community.) A sig- 
nificant percentage have or will develop Alzheimers Disease or other dementias asso- 
ciated with aging, and exhibit aggressive, hostile or violent behaviour. They are a 
threat to themselves and others in the facilities. Their care needs are placing unprece- 
dented pressure on staff and facilities. 

Aggressive residents can be accommodated safely in a long-term care facility when: 

e they have been assessed, treated and stabilized in an appropriate setting 


e staff have appropriate training and continuing education 


e facilities have provide special services, if needed, such as special units and one-to- 
one nursing care. 


53 


Report of the Health Action Task Force 


Right now, it is difficult for family caregivers or long-term care facilities to get timely 
assessments and treatment for people with aggressive behaviour. Hamilton- 
Wentworth has no specialized short-stay units for behaviour management and acute 
care hospitals are reluctant to admit patients with severe behaviour problems. No 
long-term care facility in the region has a special psychogeriatric unit. 


In 1995, Hamilton-Wentworth’s long-term care facilities reported a total of 100 ag- 
gressive residents who required short-stay crisis admission. During the year, 70 were 
admitted in a crisis to acute care, mental health and chronic care hospitals. Given 
that people usually stay between four and eight weeks for treatment and care plan- 
ning, Hamilton Wentworth needs about six short-stay beds in an appropriate setting 
to meet residents’ needs. 


Family caregivers and staff in long-term care facilities need a series of interventions 
to help deal with the care of people who are aggressive, starting with the least intru- 
sive (i.e., education and support) and building up to dedicated units in long-term 
care facilities with appropriately trained staff who can manage care for people who 
are a threat to themselves or others. They also need access to urgent assessment and 
stabilization programs. 


To put in place the resources to care for people with Alzheimers’ Disease and other 
dementias who are aggressive, the integrated health care system should: 


Develop integrated and responsive services for aggressive residents at 
home and in long-term care facilities, by: 

- providing effective support,education, consultation and follow-up for 
family caregivers and staff in long-term care facilities 

- establishing an urgent, six-bed geriatric psychiatry short- stay program 
within the existing behavioural management unit at St. Peter’s Hospital 
- establishing five separate 15-bed units in long-term care facilities. 


Services for People with Physical Disabilities 


Providers who offer services to people with physical disabilities are working to de- 
velop a seamless continuum of health, community support, recreation and other so- 
cial services. 


Of immediate concern are the adults under 65 with severe physical disabilities who 
are placed in long-term care facilities, where the average age of residents is over 80, 
because there are not enough alternatives, such as supportive housing, in the com- 
munity. To fill this gap, the integrated health care system should: 


Encourage alternative housing/accommodation services for disabled adults 
under 65 who are inappropriately placed in long-term care facilities. 
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Chronic Care 


People who need chronic care have complex health needs that are beyond the capa- 
bilities of long-term care facilities. Hamilton-Wentworth has at least 464 chronic care 
beds — 379 for older adults and 75 for younger disabled people — in four hospitals 
on five sites. 


Waiting lists for chronic care are manageable, but given the aging of the population, 
the demand for chronic care is expected to remain stable or increase over the next 10 
years. Some young adults now in hospital beds may be eligible for care in supportive 
housing in the community when it is developed. However, more chronic care beds 
may be required for people with acquired brain injury being repatriated from the 
United States. 


It is vital that Hamilton-Wentworth be able to provide comprehensive, accessible 
chronic care services. There is potential to enhance programs by consolidating them 
on fewer sites, and still ensure easy access to care. By maintaining and strengthening 
chronic care assessment, complex continuing care, rehabilitation/restoration/reacti- 
vation, respite, palliative care, education and research, consultation and support , 
Hamilton-Wentworth could be come a Chronic Care Academic Centre. 


Right now, there is an age restriction for access to chronic care services at St. Peter’s 
Hospital. Only people age 65 or over can be admitted although there are many peo- 
ple between, for example, 55 and 65, who could be cared for appropriately in that set- 
ting. Providers find the age restriction inappropriate and frustrating, and question 
whether age alone should be the only criteria for admission. Although younger 
adults have different needs, service decisions should be based on need as well as age. 


To improve the quality of chronic care in Hamilton-Wentworth, the integrated health 
care system should: 


Eliminate age restrictions on chronic and refer clients programs/services 
based on needs and abilities rather than age. 


Make St. Peter’s Hospital the lead organization for chronic care services for 
older adults, and Chedoke-McMaster the lead organization for chronic care 
for younger adults. 


Maintain the existing number of chornic care beds in 
Hamilton-Wentworth, but consolidate them on two sites, St. Peter’s 
Hospital and the Chedoke site, keeping the 75-bed unit for younger adults 
at the Chedoke site. 


Develop St. Peter’s Hospital as a Chronic Care Academic Centre. 


55 


Report of the Health Action Task Force 


Palliative Care 


Palliative care is active compassionate care designed to improve the quality of life for 
people who are dying. It supports and comforts patients and their families, and 
should be available at any stage of palliation, from diagnosis to bereavement. 


Palliative care is best delivered by an interdisciplinary team that includes the person, 
the family, caregivers and service providers. While many care providers may be able 
to deliver some comfort and support, people may need the services of a specialized 
palliative care team as their distress and discomfort increases. 


Palliative care can be delivered at home or in a hospice or hospital setting. People 
will often begin to receive palliative care in their homes and be moved to hospital 
when they need more complex care, such as IV therapy, ventilators, blood transfu- 
sion and medication for intractable pain. 


Hamilton-Wentworth has many elements of a palliative care system, but the services 
are fragmented and do not necessarily work together. There are also some significant 
gaps, such as access to “after hours” emergency services for people who are pallia- 
tive and their families, and the lack of a co-odinated palliative care program for chil- 
dren. The integrating program for palliative care will address these problems and 
work to develop an integrated palliative care system. 


There is also some question whether we have the capacity to meet the growing need 
for palliative care. None of Hamilton-Wentworth’s acute care hospitals have desig- 
nated palliative care beds, although all have palliative care consultation teams and 
will admit people who are palliative. St. Peter’s Hospital has an 11-bed dedicated pal- 
liative care unit that serves people over 65. 


The Children’s Hospital at Chedoke-McMaster serves all of Central West and will 
continue to provide children’s oncology services. Children and their families need 
the support of specialized palliative care resources. 


With the aging of the population and the increase in the number of people with 
AIDS who are dying, the demand for palliative care will continue to grow. This 
means that staff answering the 24-hour 1-800 health information and assistance line 
must be prepared to respond appropriately to calls about palliative care needs and to 
refer people calling after hours to appropriate care, which must be available 24 hours 
a day. 


To provide effective, high quality palliative care, the integrated health care system 
should: 


Establish a palliative care specialty team to work with the primary care 
networks and the continuing care service teams. 


Make the Children’s Hospital the lead organization for a children’s 
palliative care program, covering both institutional and community care. 
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Develop and maintain palliative care teams at all acute care hospitals and 
ensure they have access to hospital resources, such as beds, when needed 


Designate another 9 beds at St. Peter’s Hospital to its palliative care unit. 
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3.4 Integrate and Strength Mental Health Services 


Hamilton-Wentworth has a complex array of 
mental health services and supports. Mental Health Programs and Services 


Hamilton Psychiatric Hospital (HPH), a provin- - Hamilton Psychiatric Hospital _ 

cial psychiatric hospital, provides specialized ter- (HPH)— a provincial psychiatric 
tiary services for people with severe and chronic hospital managed by the Ministry of 
mental illness and a forensic unit for offenders Health (207 inpatient beds and 8 in- 
with psychiatric illnesses. It serves five districts patient programs) 


in Central West, including Brant, Haldimand, outreach programs offered by the 
Hamilton-Wentworth, Niagara and Halton. As HPH (e.g., geriatric outreach, inten- 


part of mental health reform, the HPH has sive outreach case management, 
community housing and commu- 


nity liaison) 
3 psychiatric units in acute care hos- 
pitals (all teaching unts affiliated 


worked to: 


e reduce the number of inpatient beds 


e develop community outreach programs and with the Faculty of Health Sciences), 
case management and housing initiatives that which provide inpatient and outpa- 
help people with mental health problems live tent services Pett 
in the community a regional emergency psychiatric 

service (the Emergency Psychiatry 

e share staff with community agencies to run Team= EPT) 
joint community-based programs and services 4 case management programs 

community-based counselling pro- 

e integrate mental health services to provide co- grams 
ordinate, patient-focused care. self-help and support groups 

employment and vocation programs 

The HPH building itself is old and in need of ex- 6 transitional and supportive hous- 

pensive repairs. ing programs 

7 Homes for Special Care 

Three of Hamilton-Wentworth’s acute care hos- 86 second level lodging homes 

pitals have psychiatric units, all linked to the uni- 109 psychiatrists 

versity and strongly supported by the 416 family physicians/ general prac- 

Department of Psychiatry at the Faculty of Medi- titioners 

cine. They offer general and specialized inpatient 37 health service organizations that 

care as well as outpatient/day treatment serv- are funded to provide counselling 

ices. St. Joseph’s Hospital runs the regional emer- and psychiatric consultation for pa- 


gency psychiatry service. Anyone who presents tients 
at a hospital with a psychiatric emergency is 
transferred to St. Joseph's for assessment. 


Hamilton-Wentworth also has a variety of community-based agencies and organiza- 
tions that provide service and support for people who have severe or chronic mental 
health problems. 


For the past three years, all mental health services have been involved in the prov- 


ince-wide process of mental health reform, designed to improve access to a co-ordi- 
nated range of essential services and supports, and provide more care in the 
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community. Mental health reform has also established targets for provincial psychiat- 
ric beds, case management services and crisis response services. The community has 
already surpassed the recommended psychiatric bed targets. 


However, before any more beds are closed, the community must develop the range 
of supports people need to manage in the community. This is particularly important 
given the unmet need for mental health services in Hamilton-Wentworth. 


The Ministry of Health recently established the Community Investment Fund, which 
is a structured way to reinvest money saved through realigning provincial psychiat- 
ric hospital services in developing community-based programs that will help keep 
people from needing hospitalization. The Mental Health Reform Steering Committee 
(of the HWDHC) has submitted a proposal for a Crisis Outreach and Support Team 
(COAST) that would provide a mobile crisis outreach team to assess and support 
people in crisis, thereby reducing the need for hospitalization. Hamilton-Wentworth 
has also submitted four proposals for consumer initiatives. The Health Action Task 
Force supports all these proposals. 


While Hamilton-Wentworth will benefit from more community-based services and 
better co-ordination of its mental health services, it will also benefit from having 
mental health services more integrated with primary, continuing care and acute care 
services, and from having providers in all parts of the system who are able to pro- 
mote mental health, diagnose and care for those with mild and moderate problems 
and refer those with severe problems to appropriate services in the community. To 
that end, mental health services should be included in the proposed primary care net- 
works and the continuing care neighbourhood teams. Primary care providers should 
be encouraged to be more proactive in assessing, supporting and treating people 
with mild mental health problems. 


The Health Action Task Force would like to see mental health resources protected 
and allocated on the basis of: 


e the principles of mental health reform 


e the need to maintain a balance of assessment, treatment and rehabilitation pro- 
grams 


e the flexibility to reallocate funds from one aspect of mental health services to an- 
other to meet changing health needs 


e the principle that any savings generated through restructuring mental health serv- 
ices be reinvested in community-based services in Central West Region. 


To strengthen mental health services and, at the same time, integrate them with other 
services, the integrated health care system should: 


Protect the funding for mental health services in Hamilton-Wentworth at 


current levels, including the new funds available from the Community 
Investment Fund 
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Not reduce the existing number of acute or long-term psychiatric beds in 
Central West Region until community-based services are stronger and 
more developed 


Maintain the programs and services provided by the Hamilton Psychiatric 
Hospital but relocate them to the Chedoke site, and have them share 
administrative and support services with the other programs and services 
on the same site. 


The governance of the newly located HPH is yet to be determined and would have 


to be resolved through discussions with the Ministry of Health and the other areas 
served by the HPH. 
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3.5 Reconfigure Acute Care Services 


Acute care involves a range of services delivered in a primary, secondary, tertiary or 
quaternary health care facility to treat an illness or injury that require concentrated at- 
tention by health care workers. In general, these are services that can only be pro- 
vided safely in a hospital (inpatient or outpatient) setting, and they usually require 
some level of sophisticated procedure or technology and should be managed in a 
controlled setting. 


Hamilton-Wentworth has three acute care hospital corporations — The Hamilton 
Civic Hospitals, Chedoke-McMaster Hospital and St. Joseph’s Hospital — with facili- 
ties on five different sites. The acute care hospitals are also part of a larger hospital 
system that includes St. Peter’s Hospital, a chronic care hospital and the Hamilton 
Psychiatric Hospital. All seven hospitals sites have teaching programs linked to the 
Faculty of Health Sciences at McMaster University, other departments at the univer- 
sity and Mohawk College. 


Hospital Services Now 
The Hamilton Civic Hospitals include: 


e The Concession site (Henderson Division) is located on the central mountain. It is 
a full service hospital that provides general and emergency services, and is linked 
with the Hamilton Regional Cancer Centre, which is on the same site. The site fo- 
cuses on cancer and supportive secondary services, joint reconstruction and 
women’s health. 


e The Barton site (General Division) is located in an industrial area in the centre of 
the city. The site focuses on tertiary referral and supporting secondary services 
and is the regional referral centre for burns, multiple trauma, adult neurosurgery 
and cardiovascular /thoracic surgery. 


Chedoke-McMaster Hospital includes: 


e The McMaster University site (MUMC Division) is located in the west end of Ham- 
ilton. The site focuses on providing acute tertiary inpatient care, particularly gas- 
trointestinal disease and blood disorders, and extensive subspecialty outpatient 
care. It is the Children’s Hospital for Central West, and has perinatal unit that of- 
fers prenatal screening, genetic counselling and followup, and the only tertiary 
level neonatal intensive care unit in Central West. It also serves the broad commu- 
nity with its Children’s and Women’s Health programs. The site provides a critical 
link with the education and research mission of the Faculty of Health Sciences 


e The Chedoke site is located on the west mountain. It focuses on specialized reha- 
bilitation and the child development component of the Children’s Hospital. The 
site has the only programs in the region for spinal injury and acquired brain in- 
jury. It has been designated as the host hospital for the regional geriatric program 
and works with other health facilities in the region to improve care for elderly peo- 
ple with complex health needs and provides medical and psychiatric management 
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of elderly patients with acute problems. It also has an urgent care centre. The Che- 
doke site is not considered an acute care hospital site. 


St. Joseph’s Hospital has one acute care facility on Charlton Street in downtown 
Hamilton. It is a Catholic hospital, owned and operated by the Sisters of St. Joseph of 
Hamilton, and committed to the Catholic mission and philosophy of care. The site 
provides a comprehensive range of general and specialized services, as well as high 
acuity medical and surgical programs that support regional and tertiary responsibili- 
ties in chest, lung, kidney and urology, head and neck, and rheumatology. St. 
Joseph’s also operates a community health centre, funded through the Institutions 
Branch of the Ministry of Health. It is located in the east end of Hamilton, on the bor- 
der with Stoney Creek. 


St. Peter’s Hospital is located in the central east part of the city. The site provides 
chronic and geriatric inpatient, outpatient, day hospital and community services. Its 
services focus on rehabilitation, geriatric psychiatry and palliative care. The site pro- 
vides the regional programs in rehabilitation, behavioural health and day hospital. 


Hamilton Psychiatric Hospital is located on the mountain. The site provides chronic 
psychiatric treatment and care for people with major mental illness, such as schizo- 
phrenia disorders, affective disorders, dementia with a major behavioural disorder, 
and development disability or acquired brain injury with a psychiatric or major be- 
havioural disorder. It provides tertiary psychiatric care for people in the regions of 
Hamilton-Wentworth, Brant, Halton, Haldimand and Niagara, as well as forensic 
services for the province. 


Facilities 


Of the seven hospitals sites, two were built relatively recently — the McMaster Uni- 
versity site and the Barton Street site. These buildings are in the best condition and 
have the greatest potential for expansion. St. Peter’s site is also in good condition- 
with a good internal environment, and plans are in place to replace an old wing. The 
other four sites are older and more costly to develop or maintain. However, the Che- 
doke site, which is located on 200 acres, has a lot of room for expansion. The 
Charlton Street site is fully developed and limited by its physical layout. Hamilton 
Psychiatric Hospital is an older collection of buildings and would be expensive to 
bring up to current standards. 


Trends in Hospital Care 


Over the past five years, hospital practices have changed significantly, partly in re- 
sponse to financial pressures but more due to advances in medical and surgical care 
and better management of facilities. All hospitals in Hamilton have reported de- 
creases in the time patients spend in hospital (lengths of stay), more procedures pro- 
vided on a same-day or out-patient basis, higher occupancy rates, an inpatient 
population that is on average much sicker (i.e., high acuity), greater rationalization 
of programs and services, and more sharing /consolidation of support services. 


As a result of these changes, acute hospitals have been able to reduce the total num- 
ber of beds by about 28 per cent from 2,456 in 1989 to 1,762 in 1995. They are now 
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able to provide as much or more care with fewer beds. However, bed reductions 
and reduced lengths of stay have tended to shift responsibility to community serv- 
ices, families and caregivers, with no proportional increase in resources for the com- 
munity sector. Home care caseloads have doubled, and families are providing 
significantly more care than in the past. Hospitals themselves also report longer wait 
times and more cancellations for elective procedures. 


Methodology 


As part of the process of developing a comprehensive health care plan, the Health 
Action Task Force looked closely at the acute care sector to: 


e review and assess all hospital-based acute care services 

e make recommendations on the number of sites and the programs and services at 
each site to meet the needs of people in Hamilton-Wentworth and those who come 
to the community for hospital-based acute care. 

The goals in the acute care sector are to maintain the quality and level of acute care 

now available in Hamilton-Wentworth, make the best possible use of existing facili- 

ties, be accessible to the community, and support the education and research that, in 

turn, strengthen quality of care. 

The methodology consisted of: 


e defining a role for acute care hospitals in an integrated system 


e determining the population needs for hospital-based acute care services — now 
and projected to the year 2000 


e considering Hamilton-Wentworth’s regional responsibilities for meeting health 
needs 


e assessing opportunities for better hospital performance 
e determining overall volumes of service required 
e examining different options for configuring the system 


e locating programs and services within the proposed configuration 


The Role of Acute Hospitals in an Integrated Health Care System 


With no integrated planning for health care services, acute care hospitals tend to fill 
gaps in other parts of the system. For example, when family phsycians do not offer a 
24-hour, on-call service, more people go to hospital emergency departments for pri- 
mary care. Right now, as many as 40 per cent of the people who visit emergency de- 
partments could be treated safely in other settings in the community. When there is a 
shortage of long-term care beds in the community, more people who need continu- 
ing care are left in beds in acute care settings. Right now, current data indicate that, 
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in the course of a year, about 122 acute care beds are used by patients who would re- 
ceive more appropriate care in other settings. A number of hospitals are also provid- 
ing chronic care, rehabilitation and other programs that are probably better 
delivered in other settings. 


By strengthening primary care and continuing care services, an integrated health 
care system can relieve some of the pressure on acute care hospitals, and allow them 
to use their resources to fulfill a more appropriate role. 


In an integrated health care system, the role of acute care hospitals is to provide the 
services that should be offered uniquely and principally by hospitals, including: 


emergency care 

acute inpatient care 

geriatric assessment 

high risk/complex obstetrical care 

acute and intensive neonatal care 

ambulatory surgery 

technology-based therapeutic and diagnostic services 

disease prevention related to the recurrence of acute episodes for their own pa- 
tients 

specialized service required by patients during an acute episode (i.e., palliative 
care and rehabilitation) 


In addition, hospitals (along with other agencies) may provide: 


normal obstetrical and well-baby care 

ambulatory diagnostic services 

day hospitals (medical, mental health) 

ambulatory care 

health education, health promotion and health education for the community 


In an integrated health care system, acute care hospitals should not routinely pro- 


vide: 


rehabilitation programs 

transitional/convalescent care 

continuing care 

palliative care 

respite care 

deferrable care 

primary medical/surgical/mental health care (except crisis intervention) 
in-home services 
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The Population’s Need for Hospital-based Services 


To determine the future need for hospital-based care, analysts looked at past utiliza- 

tion rates for hospital services, which are considered a good predictor of future need 

— unless there is evidence to suggest overuse or underuse of services, significant un- 
met need or a change in practice due to new treatments or technological advances. 


To analyze past utilization, analysts used the Patient Service Group (PSG) frame- 
work, which groups hospital services into 22 core patient service groups, based on 
similar patient needs, diagnoses and body systems (e.g., neurosciences and cardio- 
vascular services). The 22 groups were then organized into five overarching types of 
patient services — acute care, emergency services, rehabilitation, continuing care and 
mental health services — that make it possible to make predictions based on patient 
needs rather than specific hospital specialties. 


Hospital utilization rates in Hamilton-Wentworth were then compared with those in 
other Central West communities and other academic health science centre communi- 
ties. Findings indicated that Hamilton-Wentworth has the lowest standardized hos- 
pital utilization rate of all Central West communities and a utilization rate 
comparable to that in other Ontario academic health science centres communities. 
This may indicate that physicians in Hamilton-Wentworth are familiar with current 
clinical guidelines and more confident managing care outside of hospitals. 


To confirm that the past utilization rates did not underestimate or overestimate need, 
analysts also checked the projected need for services against other information on 
population health. They also took into account the assumptions inherent in an effec- 
tive integrated health care system: that more focus on health promotion combined 
with stronger primary and continuing care services will prevent or reduce the need 
for hospital services. 


Looking at morbidity and mortality trends, analysts considered increasing future 
utilization rates for cardiovascular disease in women, infectious diseases in men 25 
to 55, and mental health problems in girls under 10 and boys 10 to 14. They also con- 
sidered decreasing utilization rates for gastrointestinal diseases in people under 65. 
These possible rate adjustments were discussed with service providers and, based 
on their advice, only the need for mental health services was increased. No decrease 
in utilization was projected for gastrointestinal diseases. 


While the rate at which people will need hospital services will not change, the num- 
ber of people who will need care will grow. Population in and around Hamilton- 
Wentworth is expected to increase by 9.5 per cent between 1994 and the year 2000, 
and by 17.3 per cent between 1994 and 2005. The greatest increase in population will 
occur on the east and west mountain in Hamilton, and in Ancaster, Stoney Creek 
and Flamborough. 
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Hamilton-Wentworth’s Local and Regional Responsibilities 


Right now, Hamilton-Wentworth’s hospitals provide secondary and tertiary care 
services for people in Hamilton-Wentworth, and tertiary care for people in Central 
West and in other parts of the province. They are the referral centres for 38 secon- 
dary hospitals in Central West. They are also the only provincial resource for certain 
programs, such as acquired brain injury. About 97 per cent of of people admitted to 
hospital live in Central West Region, only about 3 per cent come from outside. 


To set future utilization rates, analysts had to consider any possible change in the de- 
mand for services locally and regionally. Any changes in population growth, physi- 
can referral patterns or other hospital programs and services could affect the 
demand for hospital services in Hamilton-Wentworth. It is possible that people in 
Flamborough who now go to Burlington could end up coming to Hamilton- 
Wentworth. It is also possible that people in Central West who now go to Toronto or 
London for care could be repatriated to Hamilton-Wentworth. However, people will 
likely continue to choose to go where it is most convenient for them, and the Hamil- 
ton-Wentworth integrated health care system is not likely to have influence over the 
factors that affect their decisions. 


In general, analysts did not adjust the potential utilization rates or need for service 
except in Flamborough and Ancaster, which had utilization rates lower than the 
other communities in Hamilton-Wentworth. 


Opportunities for Efficiencies 


Analysts looked for opportunities to either improve efficiencyor reduce the use of 
hospital services. 1994-95 hospital inpatient data were the basis for analysis and 
these data were compared to Ontario teaching hospitals. Opportunities for efficien- 
cies were assessed in terms of: 


e admission management — the hospitals’ ability to reduce the number of patients 
admitted who “may not required hospitalization” and shift inpatient service to 
less costly ambulatory care 


e discharge/transfer management — the hospitals’ ability to transfer people effi- 
ciently to other settings when the acute phase of their illness is over and eliminate 
unnecessary and inappropriate days of care in the hospital 


e length of stay management — the hospitals’ ability to use best clinical practice and 
treatment strategies to decrease the length of stay 


In general, the analysis showed that Hamilton-Wentworth hospitals are doing a 
relatively good job managing admissions. There are few opportunities for alterna- 
tives to admission for people admitted for whom hospital care may not be neces- 
sary, those admitted but who do not need acute care services or those with 
diagnoses not generally treated with hospitalization. However, there are people 
who can be treated through day surgery and day medicine rather than being ad- 
mitted as inpatients. Analysts assessed the opportunities for short-stay patients 
(i.e., one to three days in hospital) to be treated on an outpatient basis, and con- 
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There are also opportunities to reduce patient length of stay (LOS). Length of stay is 
largely a function of two factors: 


e patient characteristics, acuity and the treatment required 
e how the patient is managed once in the system. 


To determine LOS targets for the future hospital system, analysts reviewed length of 
stay for typical cases, based on case distributions for Ontario teaching hospitals by 
CMG, age group and sex. In addition, the Task Force considered the already estab- 
lished commitment to best practice and new treatment therapies in Hamilton- 
Wentworth, the proposed expansion of community support services and services in 
other facilities, and opportunities to re-engineer hospital practices and gradually re- 
duce the length of time patients spend in hospital. 


A length of stay target at the first quartile (the point at which 25 per cent of cases 
have a shorter length of stay than the remaining 75 per cent ) was considered. This 
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was modified somewhat to reflect the range of length of stay distribution by clinical 
category. 


Note: The LOS target was set at the first quartile plus the difference between the median and 
the mean. Based on the 1994-1995 case distributions (typical cases) for Ontario teaching hos- 
pital discharges by CMG, age group and sex. 


Volume of Service 


By applying the length of stay target to utilization projections, it is possible to esti- 
mate service volumes, patient days per 1000 populations, and bed requirements. The 
outcome was a target of 432.3 patient days per 1000 by the year 2000. With appropri- 
ate investment in services in the community — including more long-term care beds, 
more rehabilitation services, more community support services and more appropri- 
ate referral of cases that present in emergency rooms — and managing patients more 
effectively in-hospital, the target is achieveable. 


Emergency Services 


The emergency department is one of the key entry points to the hospital system. 
The proposed primary care networks with 24 hour, on-call service and the pro- 
posed 24 hour 1-800 health information and assistance line should help reduce in- 
appropriate visits to the emergency department. Emergency departments should 
focus on serving emergent cases (people whose lives, limbs or functions are threat- 
ened if appropriate care is not provided in less than one hour) and urgent cases 
(people whose lives, limbs or functions are threatened if appropriate care is not 
provided in less than four hours). More can still be done to manage the volume of 


service that presents through emergency. The integrated health care system 
should: 


Encourage emergency departments to focus on the care of emergent and 
urgent cases. 


Establish programs and procedures that will refer people with deferrable 
or non-medical needs to more appropriate settings for care, including: 

- triage nurses based inthe emergency department who can assess 
medical needs 

- social workers based in the emergency who can link with the long-term 
care community service Quick Response Service to help manage patients 
whose needs could be met with community supports. 
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Sizing the System 


Based on the proposed target for patient days per 1000, Hamilton-Wentworth acute 
care hospitals will need the capacity to provide the following volume of service by 
the year 2000 with the following number of hospital beds: 


1994/95 2000 
Ambulatory Procedures 37,044 45,382 
Inpatient Cases 65,527 64,270 
Total cases OPM YAN 109,652 
Beds required 1,380 1,088 


(excl. bassinets) 


Note: Rehabilitation and chronic care requirements for population needs are not included in the bed 
projections. 


Right now, Hamilton-Wentworth has 1,762 beds. It is already possible to provide the 
care required with fewer beds. Given the patient day per 1000 stay target, it will be 
possible for Hamilton-Wentworth hospitals to provide more care with even fewer 
beds by the year 2000. 


Configuring the System 


Given that it will be possible to provide the same or greater volume of care with 
fewer beds, the hospital system will need less capacity than it has now to meet the 
need for hospital care in the future. It can be smaller and still provide high quality 
care. 


The Health Action Task Force looked at different ways to configure the system to 
provide the necessary capacity, ensure that people in the community still have easy 
access to appropriate hospital-based care, promote excellence in service, education 
and research, make the best use of existing buildings and facilities, and ensure that 
Hamilton-Wentworth has an affordable, sustainable health care system in the future. 


In its deliberations, the Task Force looked at many different options, including the 


status quo, several different options for a two acute care hospital system, and several 
different options for a three acute care hospital system. 


Criteria 
Each option was assessed based on the following criteria: 


e role of the acute care hospital — is the option consistent with the defined role 
of the acute care hospital? 


69 


Report of the Health Action Task Force 


population — will the option keep service close to people and close to the areas 
where the greatest population growth will occur? 


service capacity — does the option provide the capacity to treat the volume of 
service required? 


impact on the organizations — how much will it disrupt and displace staff or 
change the culture and environment of different settings or impact on practice pat- 
terns? 


impact on the community — how much will it disrupt patients and families or af- 
fect access or travel time? 


impact on education and research — how will it affect health education and re- 
search? 


cost — what are the annual fixed costs, maintenance and redevelopment costs, re- 
location costs and program costs? 


physical plant — do the physical structures lend themselves to the option? have 
they the capacity to adapt? 


community values — does the option reflect community values, such as the im- 
portance of health education and research and of having a denominational hospi- 
tal? 


community readiness — will the community accept the changes required? 


other considerations — does the option take into account site co-dependencies? 


Based on these criteria, the Task Force concluded that shifting from four to three 
acute care sites would give the community the capacity to provide the volume of 
service required and maintain accessibility, as well as an opportunity to consolidate 
programs and services and achieve the critical mass that leads to better care, educa- 
tion and research. In choosing the recommended configuration, the Task Force tried 
to balance many competing needs and variables and, in the end, gave particular 
weight to: 


ensuring equitable access for all people of Hamilton-Wentworth and Central West 
maintaining a denominational hospital in the community 


maintaining and strengthening the role of the Faculty of Health Sciences in the 
health care system 


To meet the acute care needs of the population to the year 2000 and beyond, the inte- 
grated health care system should: 


Distribute programs and services throughout the integrated health care 
system. 
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Reduce the number of hospital sites from 7 to 5. 


Locate on the Concession Street site a full acute hospital with an 
emergency department, governed by the Sisters of St. Joseph. 


Locate on the Barton Street site a full acute hospital with emergency 
department ,governed by the merged Chedoke McMaster/Hamilton Civics 
board. 


Locate on the McMaster University site a full acute hospital with 
emergency department, governed by the merged Chedoke 
McMaster/Hamilton Civics board. 


Locate on the Chedoke site a rehabilitation and chronic hospital governed 
by the merged Chedoke McMaster/Hamilton Civics board, and a tertiary 
mental health program governed by the Hamilton Psychiatric Hospital. 


Locate on the St. Peter’s site a chronic care hospital, governed by the St. 
Peter's Board. 


Close the Charlton Street site. 
Close the Hamilton Psychiatric Hospital site. 


Until the Health System Board can determine the most appropriate role and location 
for community care sites, the integrated health care system should: 


Maintain two urgent (unscheduled) care sites, one at St. Joseph’s 
Community Health Centre, governed by the Sister of St. Joseph, and one 
on the Chedoke site, governed by the merged Chedoke 
McMaster/Hamilton Civics board 


Distributing Programs and Services Across the System 


Having studied the programs and services across the system and assessed the capac- 
ity of the various sites, the Task Force then developed a possible distribution for the 
programs and services. The proposed plan would require more debate and discus- 
sion, as well as a detailed implementation plan. 


Criteria used to site programs and services were: 


- critical mass requirements 

- codependencies and complementarities among programs 
- the sites’ physical capacity 

- program cultures 

- impact on flagship programs 

- operating room requirements 

- supporting teaching and research requirements. 
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Based on the Task Force assessment, the integrated health care system should con- 
sider the following distribution of programs and services: 


All existing programs and services remain at the Concession site, except: 
- neurosciences moves to McMaster 

- dermatology moves to Barton Street 

- mental health moves to McMaster 

- pregnancy and birthing and the Women’s Health Centre move to 
McMaster 

- neonatology moves to McMaster 

- 80 per cent of gynaecology moves to McMaster — oncology-related 
gynaecology would remain at the Concession Street site. 


All existing McMaster programs and services remain at the McMaster site, 
except: 

- quaternary haematology moves to Concession Street 

- 50 per cent of tertiary haematology moves to Concession Street 


All existing Charlton Street programs and services move to Concession 
Street, except: 

50 per cent of respiratory moves to McMaster 

15 per cent of cardiovascular moves to Barton Street 

50 per cent of gastrointestinal moves to McMaster 

25 per cent of muskeloskeletal moves to McMaster 

nephrology moves to Barton Street 

haematology moves to McMaster 


All rehabilitation programs are consolidated at the Chedoke site, except 
rehabilitation services provides for inpatients in the normal course of 
acute care 


All chronic care services are consolidated on two site, St. Peter’s Hospital 
and the Chedoke site 


Tertiary mental health and forensic beds are located at the Chedoke site 


Children’s oncology remain at the McMaster site as a children’s tertiary 
program. 


Emergency psychiatry is an outstanding issue. The Task Force felt that some consid- 


eration should be given to having two emergency psychiatry units, and that option 
should be discussed in more detail in the community. 
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The proposed hospital bed allocation for the reconfiguration is as follows: 


Site Current Estimate Bedss 
Capacity Year 2000 
McMaster 434 372 
Concession 425 370 
Barton 325 342 
Chedoke 378 477 
St. Peter’s 286 Sey 
Total 1918 1918 


Supporting the Reconfigured System 


Reconfiguring the acute care system will cause some dislocation and disruption. Pro- 
grams may be moved from one hospital to another, which raises again the issue of 
credentialling. With the current system, physicians may not be able to move easily 
with their programs. To resolve this problem, the integrated health care system 
should: 


Support common physician credentialling. 
Each acute site will also need access to technology support. As programs and serv- 
ices are distributedand consolidated , there may be waiting list issues. As the newly 
configured system begins to work, gaps in services may be identified. It may be pos- 
sible to use non-hospital programs and settings, such as independent health facili- 
ties, to fill any gaps in service. However, independent health facilities should only be 
licensed to fulfill specific and defined health needs in the community. 


To support the shift to the reconfigured acute care system, the integrated health care 
system should: 


Develop a regional program for radiology. 
Ensure each of the acute care sites has an MRI. 


Establish a process to examine waiting lists and set priorities for 
technological procedures. 
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All existing sites are in need of some capital investment. The physical shift of pro- 
grams and equipment will cost money. And some sites will need renovations to ac- 
commodate new programs and services. To provide the resources required, the 
integrated health care system should: 


Commit the capital funds required to maintain the existing facilities and 
sustain the current system over the short term. 


Support the capital requirements for the hospital system reconfiguration. 


The following charts summarize total acute care hospital case requirements, pro- 
posed bed requirements, ambulatory case requirements, emergency and ambulatory 
clinic volumes. 
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Our Health, Our Future 


3.6 Support Education and Research 


Without the Faculty of Health Sciences and its commitment to service, education and 
research, health care in Hamilton-Wentworth would still be a “cottage” industry. 
With their affiliations to strong academic programs, our health organizations have 
been able to improve clinical practice standards and quality of care. Hamilton- 
Wentworth is home to a number of regional and provincial programs because it is 
also an academic health science centre. Together, the universities and the teaching 
hospitals provide a working, teaching and research environment that attracts highly 
skilled health professionals. 


The recommended configuration of acute hospital programs and services, which 
keeps an acute hospital on the university campus, is designed to acknowledge the 
value of on excellence in service, education and research, and to provide the critical 
mass to support strong academic programs. 


However, education and research cannot be limited to acute care. Given the goal of 
strengthening primary care and continuing, and promoting health and providing 
more care in the community, the education and research community must be able to 
provide more opportunities for learning in the community. 


This becomes more of a challenge given the restructuring that is occurring with facul- 
ties of health sciences. With shrinking university budgets and efforts to manage the 
number of health professionals being produced, there will be fewer trainees in al- 
most all aspects of health care over the next few years. Faculties will be trying to 
maintain teaching, service and research programs with fewer students and fewer re- 
sources. To maintain quality, they will likely have to consolidate some teaching pro- 
grams on fewer sites. 


To continue to provide an environment that supports education and reseearch in all 
aspects of health care, the integrated health care system should: 


Ensure the reconfigured hospitals provide the space for teaching, learning 
resources, and facilities for students and residents, as well as necessary 
links with research support facilities. 


Encourage the education and research community to locate teaching 
programs to take advantage of critical mass and site specialties. 


Encourage the education and research community to develop learning 
opportunities that will prepare health professionals to work in an 
integrated system focused on promoting health and reducing the need for 
treatment services. 
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Report of the Health Action Task Force 


3.7 Costing 


Cost estimates based on the reconfigured hospital system and the required invest- 
ments in both the hospital and the community sectors are outlined on the following 
charts. 


The first chart was prepared by the cost consultants based on the outcomes of their 
restructuring analysis. The second chart was prepared the working groups of the 
Health Action Task Force. There are cost estimates yet to be determined. In sum- 
mary, the preliminary estimates indicate that, by the year 2000, there will be overall 
cost savings of approximately $85 million from hospital restructuring and required 
investments of an estimated $75 million, both in hospital and community services to 
sustain the integrated health care system. 
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Summary Of Cost Impact On Health System Of Hospital Restructuring 


Annual Hospital System Costs in 1994/95 


1994/95 Acute Care Annual Cost 


$ 


$ 624,992,120 


Projected Annual Inpatient Cost Reduction from Restructuring by 2000 


Clinical Efficiencies from Perform Tgts 
Reduction in Overhead from Site Closing 
Additional Savings from Reengineering/Sharing 
Potential Savings from Merger 

Total Potential Savings from Restructuring 


Increase in Annual Cost from Increase in Inpat. Vol. by 2000 
Net Savings from 1994/95 Costs for Inpatient Acute Care 


Projected Annual Change in Outpatient ER & Clinic Costs 
From Decrease in ER Volume by 2000 
From Increase in Ambulatory Clinic Volume by 2000 
Total Potential Increase in Annual Outpatient Costs by 2000 


Projected Cost of Acute Care in Restructured System in 2000 
Percent Savings of Acute Care Costs 


Increase in Annual Cost of Tertiary Psych due to Volume 

Decrease in Chronic Care Cost Due to Reengineering 

Increase in Rehabilitation Cost Due to Volume Increase 
Net Change In Non-Acute Hospital Inpatient Costs 


Annual Cost of Restructured Hospital System in 2000 


Net Saving in Annual Cost of Hospital System by 2000 
Percent Reduction In Total Hospital System Costs 


Required Increases in Spending in Other Sectors 
Additional patients in long-term care 
Additional patient volume in home care 
Additional patient volume in primary care 

Total Required Increase in Other Sectors 


Projected Net Health System Annual Operating Cost Savings 
from Restructuring of Hospital Services 
Percent Reduction In Total Hospital System Costs 


$ (58,292,238) 
$ (34,800,000) 
$ (33,385,727) 


$ (14,685,756) 
$ (141,163,721) 
_$_35,671,381_ 
$ (105,492,340) 
$ (1,281,520) 
$6,317,222 
$ 


5,035,702 


$ (100,456,638) $ 
-16.1% 


5,443,986 


FAA HF 


2,039,464 


512,838 
4,843,812 
1,770,892 


Fifi 


691,027,801 


(100,456,638) 


7,483,450 
598,054,613 


(92,973,188) 
-13.5% 


7,127,542 


(85,845,646) 
-12.4% 
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ESTIMATED HEALTH CARE SYSTEM REQUIRED INVESTMENTS 


One-Time Annual 
I. PRIMARY CARE 


Primary Care Networks Pilots 
ONE TIME ONLY CAPITAL COSTS 
Development 30,000 
Evaluation 25,000 
Information Systems 39,000 
ANNUAL OPERATING COSTS 
Staffing 106,000 


Il. HappIN PROJECT 
ONE TIME ONLY COSTS (ist yr) 301,000 
ANNUAL OPERATING COSTS (lst - 4th years) 801,386 


Il. CONTINUING CARE 
Capital Redevelopment of Chedoke-McMaster T.B.D. 


Increase in Long-Term Care Beds (428 beds’) 
ONE TIME ONLY CAPITAL COSTS 4,280,000 
ANNUAL OPERATING COSTS 7,117,500 
Annual Co-payments (5,460,000) 


Increase in Psychogeriatric Beds (6 beds) 
ONE TIME ONLY CAPITAL COSTS 45,000 
ANNUAL OPERATING COSTS 667,950 


Establish Agressive Resident Units (5x15 beds) 
ANNUAL OPERATING COSTS 2,900,000 


Establish Palliative Care Beds (11 beds) 
ANNUAL OPERATING COSTS 1,040,000 


System Integration/QRS and Home Care 
ANNUAL OPERATING COSTS 131/02 


Community Service Delivery Model (Savings) 
ONE TIME OPERATING SAVINGS (4,800,000) 


’ Calculation of Annual Cost Based on 390 Beds since Acute Care costing already 
included the establishment of 38 Long-Term Care Beds for reducing ALC patients 


TV. EMERGENCY SERVICES 


One-Time 


Implement Phone Line, Planning Body, Fast Track System 


ONE TIME ONLY CAPITAL COSTS 
ANNUAL OPERATING COSTS 


V. LAND AMBULANCE 


Enhancement to Ambulance Services 
ONE TIME ONLY CAPITAL COSTS 


VI. FACILITIES 


Chedoke-McMaster Hospitals 
ONE TIME ONLY CAPITAL COSTS 


Hamilton Civic Hospitals 
ONE TIME ONLY CAPITAL COSTS 


St. Joseph’s Hospital 
ONE TIME ONLY CAPITAL COSTS 


St. Peter’s Hospital 
ONE TIME ONLY CAPITAL COSTS 


Hamilton Psychiatric Hospital 
ONE TIME ONLY CAPITAL COSTS 


St. Joseph’s C.H.C. 
ONE TIME ONLY CAPITAL COSTS 


Capital Costs to Support Hospital Site and Program 
Configuration 
ONE TIME ONLY CAPITAL COSTS 


TOTAL 


95,000 


120,000 


14,606,917 


11,533,416 


17,437,467 


3,264,280 


13,414,618 


472,254 


ibd) 


60,863,952 


Annual 


705,000 


14,075,538 


Our Health, Our Future 


Conclusion 


The Health Action Task Force has laid out a comprehensive health care plan that con- 
sists of inter-related strategies. The approaches strengthen the entire system by 
strengthening its parts. 


This is a package deal. It is essential that all the components are in place to ensure 
quality care and manage costs. The components include: 


e develop an integrated health care system 

e establish a health system board 

e strengthen primary care services 

e increase continuing careservices 

e integrate and strengthen mental health services 

e reconfigure acute care services 

e support education and research. 

The recommendations must be implemented in a phased approach, based on a con- 


crete plan, which will ensures the appropriate community supports are in place to 
achieve goals and targets. 
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APPENDICES 


Health Action Task Force Profiles 


Project Team Resources 


Submissions, Presentations, Key 
Informants 


Glossary of Terms 


a7 a 7 
_ : 


HEALTH ACTION TASK FORCE PROFILES 


BILL BARNES 


Dr. William Barnes 1s retired from Chedoke-McMaster Hospitals and the Faculty of Health Sciences where he 
practised as a surgeon for 27 years. He was Clinical Associate Professor at McMaster from 1970 - 1979 and 
was full time Associate Professor from 1979 - 1985. Bill has conducted medical research and has been involved 
in extensive administrative activities, including serving on Chedoke-McMaster Hospitals’ Board of Directors. 
He has provided leadership in his discipline, acting as both Chief of Surgery and Chief of Staff at Chedoke- 
McMaster Hospitals. Bill brings an insight and perspective to constructive change. 


SUSAN BROWN 


Susan Brown brings a wide experience in nursing, business and communications to the Task Force. Currently 
she is a Director at Magic Lantern Communications -- an educational media distributor. Susan was a founding 
member of the AID's Committee of Guelph, serving as Chair from 1989 - 1990. She brings a regional 
understanding of health issues from her years on the Wellington-Dufferin Health Council, the Provincial Cancer 
Network and the Ontario Research Advisory Committee. Susan has a keen interest in community health 
planning and believes in the power of change when it is embraced at a community level. 


NANCY DI GREGORIO 


Nancy Di Gregorio is Vice-Principal at Cathedral High School in Hamilton. During the difficult changes brought 
by amalgamation at Cathedral, she provided leadership and support to staff and students which reflected her 22- 
years as an educator. She has a Masters Degree in Education Administration and is actively involved with 
various committees which deal with issues concerning youth. She has taught in East Africa and was invited to 
present a workshop in Brisbane, Australia on the needs of Special Education students. Involved in the 
community, her commitments include the Board of Directors at the Hamilton Teachers' Credit Union and the 
Hamilton-Wentworth Council on the Police, Race and Community Relations. She is presently an Executive 
member on Women in Education Administration in Ontario. 


CHARLES EMBERSON 


Charles Emberson is Executive Director of the Occupational Health Clinics for Ontario Workers (OHCOW) in 
Hamilton. Previously, he was a Co-Chair (Workers) Joint Health and Safety Committee, Stelco and USWA 
Local 1005. Charles has been active in the development and delivery of health and safety training programs for 
workers and management. He also was a member of a Mohawk College Advisory Committee for the 
Occupational Hygiene Safety and Environment Certificate Programs from 1988 - 1990. Charles brings the ability 
to look at all aspects of a problem area to assess and provide beneficial solutions. 


SUZANNE MLEKUZ 


Suzanne Mlekuz brings a business perspective to constructive change and developing the strengths of the 
community. She is Sales Manager for Great West Life, Southwestern Ontario Region. She is Past President of 
the Hamilton Life Underwriters Association and the Hamilton Life Insurance Managers Association. On an 
annual basis, she moderates professional update seminars. She is a member of the Rotary Club, Hamilton 
Mountain. Suzanne's community involvements include Chair, First Ontario Advisory Committee for Cooperative 
Education and Secondary Schools, focusing on the development of youth outside the classroom environment. 
She brings extensive experience in change management and organization restructuring. 


JOE PETERSON 


Joe Peterson's professional and community involvement centres on organizational effectiveness, employee 
development, financial development and financial consulting. He is President of Peterson & Associates Inc., a 
consulting firm. As well, Joe is a Director and trainer with the Canadian Society of Enviropreneurs. He is also a 
part-time instructor for Mohawk College. Community involvements include Board Member, Dawn Patrol Group 
Homes, volunteer coach and league organizer of youth sports. Joe is a Certified General Accountant and is a 
strong advocate of equity issues. He is active in broad, consultative and constructive community outreach 
processes. 


INES RIOS 


Ines Rios is Executive Director of St. Joseph's Immigrant Women's Centre. She has gained valuable insight into 
the diversity of our communities through several years experience working closely with immigrants and refugees 
and has a strong network throughout the area. Ines is also a Board member of the United Way of Burlington, 
Hamilton-Wentworth. She has a solid foundation in consultation, problem solving and needs assessment. She 
believes in the tremendous capacity of people to contribute to their new country and encourages their 
participation. 


OLGA ROMAN, VICE-CHAIR 


Olga Roman has extensive career experience in nursing, research, teaching and a hands-on approach to solving 
problems. She holds a Master of Science Degree in community Health Nursing and a Doctorate focussing on 
issues of Gerontology. Olga taught in the Gerontology Program, Master of Health Sciences and Bachelor of 
Nursing Program at McMaster. She has practised as a clinical nurse specialist with Chedoke-McMaster Hospital, 
Program for Education Development. Olga works internationally in Pakistan, Uganda and the Ukraine in areas of 
community organization and development, and development of nursing education and services. As well, she has 
served on the boards of the Ontario Public Health Association, the Registered Nurses Association of Ontario, the 
Association for Mentally Retarded, and the Research and Ethics Committee VON. 


LEILA RYAN 


Leila Ryan is Past Chair of Hamilton-Wentworth District Health Council. She has a Master of Arts degree in 
History and a Master of Arts and Doctorate in English Literature. She has taught History, English Literature 
and Women's Studies. Leila has extensive planning experience in community health, women's wellness, the 
integration of health and social service, and joint hospital planning. She was a member of the provincial Chronic 
Care Implementation Task Force and Chair of the local Chronic Care Task Force Group. Leila has served on the 
boards of St. Peter's Hospital, Hillfield-Strathallan College, Big Sister Association of Hamilton and the 
Association of District Health Councils of Ontario. 


RAYMOND JOHNSON, CHAIR 


Raymond Johnson is a retired Faculty member of McMaster University's Physical Education Department. He 
holds a Doctorate in Health Sciences and taught Behavioural and Environmental Health. Ray served in a 
leadership role on several committees within the university. The former pro-footballer for the Edmonton 
Eskimos has also served the broader community in various capacities. He was a founding member of the 
Hamilton-Wentworth Crime Stoppers Program and Drug and Alcohol Awareness Week Committee and serves 
with the Lion's School Youth Outreach and Drug Programs. In the sports field, he has served on the board of 
Sport Ontario and is Policy Officer of the Ontario University Athletic Association. 


SUSAN WATT - Ex-Officio Member 


Susan Watt is Chair of the Hamilton-Wentworth District Health Council. She has a doctorate in Social Welfare 
from the University of California and a Masters in Social Work from the University of Toronto. She is currently 
a Professor at McMaster University School of Social Work. 


Susan brings to the DHC a broad range of planning interests in the efficacy of Ontario’s health care system. Her 
years of experience with Council, and her familiarity with institutional and community-based health planning 
issues, provide a high profile and experienced planning leadership. 


Susan’s extensive research, teaching and consultation experience provides a clear articulation of consumer 
concerns, as well as a strong academic and practical knowledge of the health care system, locally, provincially 
and nationally. 


Ex-Officio Members 


Susan Goodman, Executive Director H-W DHC 
Michael McEwen, Ministry of Health 
Mary Beth Valentine, Ministry of Health 


PROJECT TEAM RESOURCES 


The work of the Task Force could not have been accomplished without contributions, support 
and involvement of a number of people. 
PR T STAFF; 
Marion Emo - Project Manager 
Brenda Couch - Communications Co-ordinator 
Pat Gouchie - Secretary (resigned December 1995) 
Amanda Shanks - Secretary 
Betty Mc Connell - Secretary 
Julia Abelson - Public Consultation Facilitator* 
Jean Bacon - Writer* 
Linda Busittil - Human Resources Facilitator* 
Janet Farrell - Health Planner* 
Grahame Meredith - Project Co - ordinator (Aug.94 - Feb. 95)* 
Rob Stewart - Health Planner* 
Kim Van Louwe - Public Input Analyst* 


Joyce Zembel - Health Planner* 


COUNCIL STAFF; 


Susan Goodman - Executive Director 
Kathy Brown - Health Planner 
Kathie Clark - Health Planner 


Christina Davino - Secretary 


Patricia Famely - Planning Assistant 
Maggie Fishbuch - Senior Health Planner 
Barry Hallman - Health Planner 

Basilia Iatomasi - Health Planner 

Ernie Jodoin - Health Planner 

Charolotte Kisaka - Secretary 

Maureen Kreisig - Secretary 

Wanda Mayo - Bookkeeper 

Betty Paolini - Secretary 

Posie Poushinsky - Health Planner 
Kathleen Rowe - Senior Health Planner +(resigned January 1996) 
Janice Schrieber - Administrative Assistant 


Micheline Wylde - Co- ordinator, French Language Services 


* short term contract staff of 6 months or less 


CONSULTANTS: 

ARA Consulting Task Force 
Facilitator 

COMPAS Public Opinion 
Survey 

Desmond Connor Public consultation 

Hay Group Consortium Acute Care 
Methodological 


Framework, Analysis 
Integration 


Amanda Gould 


Brad Keeler 


Kelly Advertising 


Jane Krylik 


Louise Leonard 


Leys Malpass 


Peter O’Donnell 


National Public Relations 


Ahuvo Soifer 


Associated Planning Consultants 


Dunlop Farrow Inc. 


Parkin Management Group 


Physical Planning Associates 


Hanscomb Consultants Inc. 


Mike McEwen Jenny Rajaballey 
Rosalind Smith Karen Gansel 
Don Stuart Marylou Gignac 


Mary Beth Valentine 


Literature Review 


Data Analysis 


Media Consulting 


Human Resource 


Facilitator 


Evaluation 
Framework 


Editing 
Task Force 
Facilitator 


Communication 
Consultants 


Task Force 
Facilitator 


Facilities Assessment 
Consultants 


Architects 


Architects 


Architects 


Cost Consultants 


Ministry of Health 
Supporting Team 


SUBMISSIONS, PRESENTATIONS and KEY INFORMANTS 


The Task Force greatly appreciates the put of hundreds of providers and consumers who participated throughout the 
process. We have tried to record all names. If we have missed you, have an incorrect title, etc., please let us know by 
March 20th. We will include additions and changes before the final printing. 


HOSPITALS 


° CEO Group 
John Bienenstock,Faculty of Health Sciences 
Peter Carruthers, St. Peter’s Hospital 
Allan Greve, St. Joseph’s Hospital 
Jennifer Jackman, Chedoke-McMaster Hospitals 
Mark Levine, Hamilton Regional Cancer Centre 
David McCutcheon, Hamilton Civic Hospitals 
Betty Muggah, Victorian Order of Nurses 
Mary Sutherland, Hamilton Psychiatric Hospital 
° Chedoke-McMaster Hospitals 
Paul Southall, Chair of the Board 
Dr Jennifer Jackman, President and CEO 
Debbie Hammons, Vice-President, Clinical Foundation Services 
Denise Arsenault, Vice-President, Business Services 
Dr Frank Baillie, Chief of Staff 
Dr Joanne Bagaresti 
Dr Ronald D. Barr, Chief of Pediatric Hematology/Oncology 
Debby Barton 
Janet Baxter, Nurse Practitioner, Family Practice Unit 
Brenda Blair, RN, Pediatrics 
Rose-Frances Clause, Clinical Nurse Specialist 
Susan Dawson, RN, Pediatrics 
Heather Elbard 
Dr Jennifer Everson, Chief of Family Medecine 
Dr Emest Fallen 
Nancy Fenton 
Kelly Gowland 
Jay Graydon, Vice-President, Clinical Programs 
Dr John Harvey, Chief of Opthalmology 
Rosamund Hennessy, RN, Pediatrics 
Dr Jack Holland, Chief of Department of Pediatrics 
Anita Isaac 
Dr J. G. Kelton, Chief of Medecine 
Bernice King, Palliative Care Coordinator 
Donna Koller, Child Life Specialist 
Leslie Fell Milthorpe, Consultant 
Dr Michael Murphy, Chief of Emergency 
Pilvi Oolup 
Dr Pai, Pediatric Hematology/Oncology 
Dr Chris Patterson, Geriatric Assessment Unit 
Dr Dennis Psutka, Director, Emergency Medicine 
Dr Peter Rosenbaum, Director of Children’s Developmental Rehabilitation Program 
Karela Schwarzer, Palliative Care Worker 
Annette Vigeux, Clinical Nurse Specialist, Pediatrics 
John Wegener, Director, Financial Planning 
Norma Wilson 
Dr Anne Woods, Medical Director, Palliatrve Care 


Hamilton Civic Hospitals 
John Spears, Chair of the Board 
Dr David McCutcheon, President and CEO 
Martine Auger, Dietician 
Bev Codlin, Palliative Care Social Worker 
Patti Ellis 
Sue Emmons, Director, Health Information Resources 
Dr Scott Garner 
Paul Gorys, Associate Admunistrator 
Dr Dave Harvey 
Dr John Hewson, Chief, Department of Critical Care 
Steve Isaak, Vice-President 
Carol Jewel 
Dr Daniel Kollek, Acting Medical Director, Emergency Services 
Susan Lennox, Director, Social Work 
Pat Mandy, Vice-President 
Mary Lou Meyers 
Dr K. A. Ockenden, Department of Emergency Care 
Mary Ellen Olenbeck, Medical Records 
Sue Robertson 
Gerald Smith, Program Coordinator, Alcohol and Drug Relapse Prevention Program 
John Ticki, Data Analyst, Health Records 
Ingrid Toscher, Palliatrve Care Team 
Dave Watts, Vice-President, Finance and Corporate Services 
Dr Henry Witelson, Chief of Opthalmology 
Dr Scott Wooder, Chief, Department of General Practice 
St. Joseph’s Hospital 
Paul Wendling, Chair of the Board 
Allan Greve, Executive Director 
Dr Ross Allega, Chief of Family Medecine 
Sue Beckerman 
Karen Velaire, Vice-President, Finance 
Dr Agostino Bellissimo, Chief of Emergency 
Marion Bramwell 
Dr Hugh Fuller 
Wendy Gerne, Cost Analyst, Fmance Department 
Julie Homes 
Ann Howe 
David Jewel 
Sarah Krikorian 
Janet Macleod, Program Manager, Geriatric Services 
Dr Denise Marshall, Palliatrve Care Physician 
Ramona Mileris 
Donna Pierroz 
Marietta Pupo, Clinical Nurse Specialist, Palliatrve Care 
Lilhan Scime 
Pamela Snider 
Dr Meir Stemer 
Sue Vanderbent, Director, Social Work 
Marnie Weber, Vice-President 
St. Peter’s Hospital 
J. Milanetti, Chair of the Board 
Peter R. Carruthers, President 
Nancy Allen, Acting Director of Community Services 
Dr Anne Braun, Head of Service, Geriatrics and Day Hospital 
Sue Gilbert, Associate Vice-President, Programs 
Jeanne Hay, Acting Manager, Admission and Discharge 
Sherry Keen, Program Director, Palliative Care Program 
Fran Worobec, Clinical Nurse Specialist, Palliatrve Care Program 


St. Peter’s... 
June Bain, Vice-President, Resource Management 
Donna Cripps, Vice-President, Patient Care 
Lorraine Gilchrist, Program Director, Behavioural Health 
Janis Humphrey, Program Director, Behavioural Health 
Jo O’Brien, Program Director, Behavioural Health 
Lori Schindel Martin, Clinical Nurse Specialist, Geriatric Psychiatry 
Jennifer Murphy 
Dr Geoffrey Purdell-Lewis, Vice-President, Clinical Affairs 
Sonia Rodgers Schofield, Program Director, Stroke Rehabilitation 1/Intake 


° Hamilton Psychiatric Hospital 
Mary Sutherland, Administrator 
Dr Russell Joffe 
Len May 
Tom Lam, Director of Finance 
Dr David Chan 
° Elective Patient Transfer Task Force 
° Emergency Unit Directors and Nurse Managers 
° Emergency Nursing Unit Managers’ and Clinicians' Group 
° Hamilton Civic Hospitals/ St. Joseph’s Hospital Collaboration 


Dr Dave McCutcheon, President and CEO 
A. J. Greve, Executive Director 
e Hamilton Regional Cancer Centre 
Dr Mark Levine, Chief Executive Officer 
Brenda Johnstone 
Dr Reno 
Maureen O’ Connor 
° Management Teams, Emergency Services: 
Hamilton Crvic Hospital: Dr D. Kollek and Mrs. B. Robertson 
St. Joseph’s Hospital: Dr A. Bellissimo and Ms. P. Upton 
Chedoke-McMaster Hospitals: Dr M. Murphy and Ms. M. McLeod 
St. Joseph’s Community Health Centre: Ms. C. Sandilands 


° Pre-Hospital Quality of Care Committee 
° Regional Emergency Health Services Managers Group 
° Regional Emergency Health Services Program Review Committee 
HUMAN RESOURCES 
° Hamilton and District Labour Council 
Bob Sutton 
° International Union of Operating Engineers (Stationary) Local 772 
Peter D. Yemen, Business Manager 
° Ontario Federation of Labour 
Hugh Armstrong 
e Ontario Nurses Association 
Connie Ross, Local 70 Executive 
° Ontario Nurses Association 
Kathy Smith, ONA Legislative Rep. Region 4 
° Participants in Human Resources planning session 
COMMUNITY SERVICES 
° Accessible Transportation Services 
Rich Chesal, Service Manager 


Ada Dixon, Research Assistant 


Addiction Services Group 
Fraser Stewart, Wayside House 
Suzanne Witt, Addiction Research Foundation 
Janet Marlin, Alternatives for Youth 
Bette Fowler, Alternatives for Youth 
Samir Iskander, Moreland Centre 
Dr Len Hargot, Private Practice/Addition Medicine 
Valerie Beattie-Dolan, Mary Ellis House 
Lorraine Chapman, Women's Detox 
Rosemary Hilbert, Alcohol and Drug Assessment Services 
Regan Anderson, Men's Detox 
Gerald Smith, Relapse Prevention Program 
Alzheimer Society for Halton-Wentworth 
Gertrude Cetinski, Executive Director 
Arthritis Society (The) 
Ann Hughes, Director, CW Region 
Canadian Cancer Society 
Geo. Dale Simpson, President 
Donna Csukar, Executive Director 
Canadian National Institute for the Blind (CNIB) 
Bill Brown, Executive Director 
Phil Naylor, Program Manager, Transitional Traming Centre 
Kent Butcher 
Canadian Red Cross Society 
Betty Ho, Administrator 
Dianne Bawden, Branch Manager, Flamborough Branch 
Betsy Hurdy, Coordinator, Seniors’ Services, Hamilton Branch 
Centre de santé communautaire de Hamilton-Wentworth-Niagara 
Rosaire Lavoie, President 
Robert Bisson, Executive Director 
Angela Frisini, Planner 
Coalition of Community and Support Services of Hamilton-Wentworth 
Mike Meyer, Chair 
Day Services and Transportation Committee 
Dundas Community Services 
Judith Mintz, Executive Director 
Scott Reeves, Case Manager 
Glanbrook Home Support Program 
Pat Scott, Program Coordinator 
Good Shepherd Centre 
Alan Whittle 
Grocer-Ease 
Bev Morgan, Executive Director 
Hamilton AIDS Network 
Hamilton Program for Schizophrenia 
Dr Peter Cook, Executive Director 
Harriet Woodside 
Hamilton Public Library 
Karen Anderson, Health Librarian 
Hamilton Urban Core Community Health Centre 
Jonquil Eyre, Executive Director 
Hamilton-Wentworth Department of Public Health Services 
Dr Marilyn James, Medical Officer of Health 
Ruth Schofield, Program Manager, Community Mental Health Promotion Programs, 
Second Level Lodging Homes 
Colleen Van Berkel, Senior Nurse Manager 
Jane Underwood, Director of Nursing Services 


..Public Health... 
Vicki Woodcox, Director of Nursing Services 
Maureen Harmer 
Judy Curran 
° LTC Facilities 
Blackadar Nursing Home 
Dean Blackadar, Administrator 
Conway Homes 
Donna Boyce, Admunistrator 
Macassa Lodge 
Bob Malloy, Administrator 
Shalom Village Nursing Home 
Pat Morden, Administrator 
St. Joseph's Villa 
Paul O’Krafka, Executive Director 
Linda Brown, Palliative Care Team 
Pat Miller, Palliatrve Care Team 
Maureen Tettman, Social Work Supervisor 
St. Olga’s Lifecare Centre 
Debbie Miller, Administrator 
Wentworth Lodge 
Judith Evans, Administrator 
Sheldon Wolfson, Director of Nursing 


° Mental Health Rights Coalition 

° Myalgic Encephalomyelitis Association of Halton/Hamilton-Wentworth 
Patricia Stephenson-Cino, President 

° North Hamilton Community Health Centre 


Elizabeth Beader, Executive Director 
Dr Sonia Telfer, Palliatrve Care physician 
Mary Seigner 
Dr Gina Ogilvie 
Steve Kozielski 
Dr Cathy Rigson 
Peter Dilworth 
Faye Little 
Dr Nancy Fowler 
Sandy Lusk 
° Ontario March of Dimes 
Maureen Lamarre, Manager, Independent Living 
° Participation House 
Donna Imeson, Executive Director 
Holly Marks, Director of Residential Services 
° Persons with Severe Physical Disabilities 
° Regional Advisory Committee for Persons with Physical Disability 
Councillor Geraldine Copps, Chair 
Graham Aiken 
Pat Cameron 
S. Chandler 
M.A. Trami 
Martha Wells 
° Regional Advisory Committee for Seniors 
Andrew Crawford, Chair 
Councillor Tom Jackson 
Pat Ordowich (SEN) 
Geoffrey Snider 
Janice Tomkins 


Regional Advisory... 
Berta Walton 
David Wright 
Lynda Young 

° Seniors Activation Maintenance Program (SAM) 
Lynne Edwards, Executive Director 

° Senior Citizens’ Council 
Von Fulton 

° St. Elizabeth Visiting Nurses 
Rita Soluk, President and CEO 
Ingrid Fell, Supervisor, East and Halton Nursing Teams 
Irene McIntyre, Coordinator, Volunteer Programs 
Marg Somerville, Coordinator of Volunteer Programs 
Pat Ordowich 

° St. Joseph’s Community Health Centre 
Betty Beaudoin, Chair, Community Relations Committee 
Julie Holmes, Administrative Assistant 
Janet McLeod, Program Manager, Geriatric Services 
Kevin Smith, Vice-President 


e St. Matthew’s House 
Margaret Nikolaus, Assistant to Executive Director 
° United Way 
Jody Orr, Chief Executive Officer 
e Victorian Order of Nurses, Hamilton-Wentworth Branch 


Betty Muggah, Executive Director 
E. Mary Buzzell, Director, Community Relations 
Dale Marshall, Manager, Adult Day Centre and Support Program 
Mae Radford, Manager, Meals on Wheels 
Carol Ann Smart, Palliative Care Volunteer Coordinator 
Marg Warriner, Volunteer Recruitment and Advancement 
Home Care 
Catherine Flatt, Supervisor, Case Management 
Jean Lillie, Manager, Corporate Affairs 
Barbara McKinnon , Supervisor of Occupational Therapy 
Irene Medcof, Manager of Corporate Services 
Bernadine Nabours, Case Manager, Pediatrics 
Helen Weller, Manager, Case Management 
Jane Worral, Manager, Case Management 
Kathleen Wilkinson, Palliative Care Nursing Team 
Susan E. Bramberger, Speech-Language Pathologists 
Vivienne Epstem, Speech-Language Pathologists 
Fiona Campbell, Speech-Language Pathologists 
Placement Coordination Services 
Joyce Caygill, Director 
Glenis Elliott 
° Visiting Homemakers 
Barbara Carson, Executive Director 
Susan Hall, Assistant Executive Director 


Virginia Cale 
. Volunteer-Assisted Transportation Committee 
° Welcome Inn Community Centre 

Mark Hannigan, Seniors’ Program Director 
° Wellington Psychiatric Outreach Program 


Robert Foster, Executive Director 


PROFESSIONAL ASSOCIATIONS 


° College of Chiropodists of Ontario 
Karolina Zanon 
° College of Dieticians of Ontario 
Martine Auger 
° College of Occupational Therapists of Ontario 
Barb McKinnon 
° College of Optometrists of Ontario 
Dr Irving Baker 
° College of Social Workers 
Lesia Harasyn 
° Hamilton Academy of Medicine 
Kari Smedstad, President 
Dr B. Alton 
Dr F Baillie 
William Blair 
Dr J. Everson 
Dr R. Hansebout 
Dr B. Lumb 
Dr Carl Moore 
Dr John Nelson, Chair, Family Physician Unit 
Dr W. Orovan 
Dr P. Powles 
Dr T Seaton 
Dr A Taniguchi 
Dr J. Watts 
Dr D Wismer 
Dr B. Wolos 
° Hamilton-Wentworth Association of Professional Psychology 
Dr William Fulton 
° Hamilton-Wentworth Chiropractic Society 
William A. Watson 
° Registered Nurses Association of Ontario, Hamilton Chapter 
Laura O’Brien, President 
Elizabeth Wonnacott, Vice-President 


ACADEMIC 


° Joint Action Committee 
Joint Liaison Committee 
Health Services Advisory Committee 
Regional Acquired Brain Injury Program 
Barbara McKinnon 
Regional Palliative Care Program 
Dr Elizabeth Latumer, Director 
Madeline Hagen, Secretary 
Trish King, Coordinator, Pain and Symptom Management Team 
Susan Lennox, Chair, Advisory Committee 
Paul Sakalauskas, Past-Chair, Advisory Committee 
Regional Psychiatry Program 
Dr Nick Kates, Director 
Regional Rehabilitation Program 
Brian Pogson, Chair 


° McMaster University 
Dr Peter George, President 
Dr Susan Watt, Department of Social Work 
Dr M. Atkinson, Vice-Provost 
Environmental Health Program 
Dr John Eyles, Chair 
Faculty of Health Sciences 
Dr John Bienenstock, Dean and Vice-President 
Dr May Cohen, Associate-Dean 
Dr Kinsey-Smith 
Dr David Ludwin 
Dr Neil Johnston, Planning Officer 
Faculty Executive 
Community Advisory Group to Faculty of Health Sciences 
Centre for Health Economics and Policy Analysis (CHEPA) 
Dr Brian Hutchison, Medical Advisor 
Clinical Epidemiology and Biostatistics 
Dr G. Browman, Chair 
Department of Family Medicine 
Dr Carl Moore, Acting Chair 
Department of Medicine 
Dr Susan Tainsh 
Department of Occupational Therapy and Physiotherapy 
Dr Barbara Cooper, Associate-Dean 
Department of Pediatrics 
Dr F. J. Holland 
Dr Peter B. Dent 
Department of Surgery 
Dr Frank Baillie 
Division of Emergency Medicine 
Dr Stephen Lloyd, Chief 
Educational Centre of Aging and Health (ECAH) 
Dr A. S. Macpherson, Director 
Dr J. K. LeClair, Associate Director 
Health Priorities Analysis Unit 
Larry Chambers, Director 
Midwifery Program 
Dr Karyn Kaufman, Director 
° Mohawk College of Applied Arts and Technology 
Shelagh Gill, Dean, Health Sciences and Human Services 


PHYSICIANS/HEALTH PROFESSIONALS 


Dr Mitch Baker, optometrist 

Diane Benton, community rehabilitation 
Dr E. Brown 

Dr Brenda Copps 

Dr Duncan Bull 

Dr L. Cellim 

Subhash Dighe, community rehabilitation 
Dr L. Harding 

Dr Robert James 

Ash Kulkami, community rehabilitation 
Laurie McLaughlin, physiotherapist 

Dr Lynn Nash 

Dr Ian Scott 


Physicians... 

Dr Fran Scott 

Mary Ann Thompson 

Dr Barbara Teal 

Dr Bruno Vedelago 
Marita Zaffiro, pharmacist 


OTHER 


Central West Regional Trauma Network 
Bruce Hunter, Chairperson 
Employer Committee on Health Care, Ontario (ECHCO) 
Michael N. Nykolyn 
Hamilton-Wentworth Department of Social Services 
Wendy Kowalski 
Hamilton-Wentworth District Health Council 
Members of French Language Services Committee 
Members of Long-Term Care Committee 
Mental Health Reform Steering Committee 
Regional Health Agencies 
Hamilton Area Public and Private Information Network (HappIN) 
Mark Mindorff 
Dr John Hewson, Chair 
Long Term Care Area Office 
Karen Gansel, Manager 
Bob Pond, Program Supervisor 
Ann Scott, Program Supervisor 
Ministry of Community and Social Services 
Terry McCarthy, Community Programs Manager 
Lesia Harasym, Vocational Rehabilitation Services 
Ministry of Health , Emergency Health Services Branch 
Dr Marion Lyver 
St. Catharines General Hospital 
Dr Ashok Sharma 
St. Joseph’s Health Care System 
Brian Guest, Executive Director 


INDIVIDUALS excluding responses to Open House questionnaire and Supplement tear-off 


Anonymous - 5 submissions 
Amold, Maureen 

Aspin, Helen 

Boudreau, Allen 

Boughan, Robin 

Buchanan, James C. 

Burgess, Mary Linda and Family 
Crawford, Andres 

Employee of Para Med Health Services 
Fillmore, Carole 

Harmis, Philip 

Humenuk, Dorothy 

Jones, Jean 

Koczka, Laura 

Kuzyk, Andre 

Lane, Brian 


Lewis, George F. 
Lucas, Audrea 
Margaret 

Mather, Patsy 
Nestor, Lily 
Philippe, Marielle 
Rozon, Darlene 
Snider, G. J. 
Temple, Margaret 
Thompson, Barbara 
Tizok, Miriam 
VanSchyndel, G. 
VonMassow, Bob 
Wright, Rosanne 
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GLOSSARY OF TERMS 


AATD 
Association of Agencies for Treatment and Development 


Academic Health Science Centres 

Hospitals with formal university affiliations that have major 
research initiatives, provide substantial traming for medical 
students and other disciplines at both undergraduate and 
postgraduate levels, and provide a comprehensive array of 
significant tertiary and quaternary care programs on a regional 
basis. 


Accessibility 

Refers to the degree to which one is able to secure health care 
services without physical, language, cultural or economic 
barriers. 


Accountability 
The obligation to answer for the discharge of responsibilities that 
affect others in important ways. 


Activities of Daily Living 

All the activities people engage in daily to meet their basic needs 
such as eating, walking, toileting, bathing, grooming, and 
dressing. 


Acquired Brain Injury (ABI) 
Acquired brain mjury can result from trauma or non-traumatic 
causes such as stroke, tumour, or infection. 


Acuity 
The acuteness of an illness. 


Acute Care 

Care or treatment for illness or mjury requiring concentrated 
attention by health care workers, usually for a short period of 
tume. 


Administrative and Support Services (Hospital) 

Hospital functional centres that support other functional centres 
providing patient care, diagnostic and therapeutic services but do 
not directly deliver patient services themselves. 


Adutt Day Service 

A support service which provides supervised activities in a group 
setting to assist in achieving and maintaining their maximum 
level of functioning, to prevent premature and mappropriate 
institutionalization and to provide respite and support for 
caregivers 


Affiliated Teaching Hospital 

A hospital with an affiliation agreement with a University, 
indicating compliance with Royal College of Physicians and 
Surgeons criteria. 


Allied Heatth Professional 

A person who is not a physician, nurse or pharmacist, and who 
works in the health field. An allied health professional may, for 
example, be a dietician or a physiotherapist. 


ALS 
Advanced Life Support 


Alternate Level of Care (ALC) 
An ALC patient is a non-acute treatment patient occupying an 
acute care bed. 


Alternative Therapies / Professionals 
Offer therapies, such as reflexology, naturopathy or homeopathy, 
that are considered outside the practice of Western medicine. 


Ambulatory Care 
Walk-in care not requiring an overnight stay in hospital. 


ARIS 
Ambulance Response Information System 


Assessment 

Assessment imvolves systematically collecting mformation 
gathered from all available sources and evaluating the 
information in order to develop a plan of care. 


Audiology 
Clinical diagnosis and treatment of hearing loss (study of hearing 
loss). 


Average Length of Stay (ALOS) 

A standard hospital statistic. For a given group of patients, their 
total lengths of stay (LOSs) are added together, and that total is 
divided by the number of patients in the group. 


BLS 
Basic Life Support 


Base Hospital Program 

A program designated by the Mimustry of Health to provide 
leadership and medical direction m pre-hospital emergency health 
services for a specific geographical area. 


Base Paging 
Crews notified of emergency calls through paging system, 
resulting in quicker activation of crews. 


Benchmark 
The benchmarks are markers against which progress toward 
achieving reform can be measured. 


Canadian Institute for Health Information (CIHI - formerly 
Heatth Medical Records Institute, HMRI) 


Cancer Care Ontario 

Multi-stakeholder organization to be developed as the main 
provincial advisory body to the MoH with respect to cancer. It 
will be a direct provider of service through regional cancer 
centres and be responsible for developing the provincial 
framework. 


Capitation 

A method of payment m which a provider receives a fixed fee per 
person (“per capita’) for a period of time, and the provider agrees 
to furnish to the persons for whom the capitation payments are 
received, all the care that may be required (within the contract 
limitations) without further fee. 


Caregiver Support Service 


Information and Education Service 
A service which provides information and education to 
caregivers in group or individual sessions. 


Support and Counselling Service 
A service which provides support or counselling to 
caregivers either in group or individual sessions. 


Respite Service 

A support service provided in a client's home to enable 
family or friends to have relief from their caregiver role 
and to help relieve stress placed on family relationships. 


Volunteer Hospice Visiting Service 

A support service where volunteers are recruited, 
tramed, and supported to provide support to individuals 
in receipt of palliative care. 


Care Maps 
Flow charts that guide provision of health care to, and anticipated 
response of, patients with specific disease conditions. 


Case Coordination Service (Supportive Housing) 

These services are associated with supportive housing and 
include ongomg assessment and monitoring of the seniors’ 
requirements for support services and assistance in coordinating 
and arranging for the delivery of these services. The service is 
usually provided during regular office hours, five days a week. 


Case Management 

Case Management Services include assessment, determination of 
eligibility and coordination of homemaking services and 
professional services. 


Case Management (Psychiatric) 

The goal of case management 1s to assist people with severe 
mental illness to achieve independence that is, the ability to live 
in the community with the least intervention from formal services 
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and, to the greatest extent possible, to make their own decisions. 
Services include facilitating and support im assisting 
consumers/survivors to have their basic needs (safety, housing, 
income, etc.) met, takmg charge of their lives and moving toward 
realizing their aspirations. Characteristics and functions of case 
management services include; outreach and client identification, 
comprehensive individualized assessment and planning, service 
coordination (linking clients with services and supports), 
monitoring and evaluation, and systems advocacy and resource 
development. 


Case Mix Groups (CMGs) 

Classification methodology developed by the Canadian Institute 
for Health Information (CIHI - formerly HMRI) to aggregate 
hospital morbidity data according to similarity in resource use 
and clinical characteristics. CMG’s are grouped together to form 
MCC’s (Major Clinical Categories). 


CDRP 
Children’s Developmental Rehabilitation Program 


Central Ambulance Communication Centre 
The ambulance dispatch centre. 


Central Bed Registry 

Computerized bed registry that allows health care professionals 
in Hamilton hospitals and the ambulance dispatch centre to 
determine bed availability for a patient’s particular needs. 


Central West 

A District Health Council planning region including Brant, 
Haldimand-Norfolk, Halton, Hamilton-Wentworth, Niagara, 
Waterloo, and Wellington-Dufferin. 


Central West Planning Information Network (CWPIN) 
Regional partnership to support the planning, education and 
research requirements of the partners through needs identification 
and prioritization, mformation dissemiation, professional 
eduction/skills development, evaluation and research. Partners 
include: Central West District Health Councils, Public Health 
Units, and Faculty of Health Sciences. 


Chiropodists 
Health professionals who care and treat the human foot in health 
and disease. 


Chiropractic 

A system of medicine based on the theory that disease 1s caused 
by malfunction of the nerve system, and that normal function of 
the nerve system can be achieved by manipulation and other 
treatment of the structures of the body, primarily the spimal 
column. 


Chiropractor 

A health professional who provides a system of medicine based 
on the theory that disease is caused by malfunction of the nerve 
system, and that normal function of the nerve system can be 
achieved by manipulation and other treatment of the structures of 
the body, primarily the spinal column. 


Chronic Care 

Care required by a person who 1s chronically ill and/or has a 
functional disability, whose acute phase is over, whose potential 
for rehabilitation may be limited and who requires a range of 
therapeutic services, medical management and/or skilled nursing 
care plus provision for meeting psycho-social needs. The length 
of time care is required is unpredictable. 


Chronic Care Role Study (CCRS) 
Major provincial mitiatrve undertaken to determme the future role 
of chronic care hospitals m relation to the redirection of long term 
care. See “Report of the Chronic Care Role Study Steering 
Committee”, Ontario (May, 1993). 


Clinical Protocols 

Systematically developed statements to assist practitioners and 
patients with decisions about appropriate health care for specific 
clinical circumstances. 


CMHA 
Community Mental Health Association 


Community 
A group of people who share a geographical centre or who share 
interests, activities, and concerns. 


Community-based Ambulatory Services 
Walk-im care i a community-based facility. 


Community-based Care 

Health care services provided to individuals and families by non- 
hospital-based agencies such as Home Care, Public Health or 
Community Health Centres. 


Community Care Access Centre (CCACs) 

Community Care Access Centres (CCACs) will offer a single 
point of access to the long-term care system. Clients and their 
families will be able to call the CCAC, in their community, for 
information about community health and support services or 
admission to a Long-Term Care Facility. 


Community Health Centre (CHC) 

A facility which offers a range of co-ordinated primary health 
care and related services to one or more priority groups. These 
services, which are provided by a number of different health 
professionals (multi-disciplinary approach), are specifically 
designed to meet the health needs of the CHC’s priority group(s). 


Health promotion and physician services are essential 
components of a CHC. 


The CHC is sponsored and managed by an incorporated non- 
profit community board whose members include individuals 
served by the CHC and others in the community interested in 
health and social services. 


Community Investment Fund 

A $20 Million allocation to regions within Ontario to assist in the 
development of community services and supports for the severely 
mentally ill who will be receiving care in community settings. 
The purpose of the Fund is to enhance and build the necessary 
community capacity for mdividuals with severe mental 
illness/severe mental health problems im preparation for 
anticipated reductions mm mpatient care. The fund is targeted 
towards the priority services and supports for mental health 
reform - case management (including supports for housing), 
crisis response and consumer/survivor and family muitiatrves. The 
fund was announced in October 1994. The Ministry of Health is 
currently reviewmg proposals for the fund. 


Co-morbidity 
The presence of more than one chronic condition. 


Comprehensive Care 

It is the provision of a full spectrum of care including the 
diagnosis and treatment of disease, health promotion and disease 
prevention, rehabilitation, counselling and advocacy. 


Comprehensive Health Organizations (CHO) 

A non-profit corporation which is funded and accountable for 
providing or purchasing the delivery of a range of health and 
related services for a rostered member population. In addition, 
the CHO may be extra-funded to provide programs or services 
for a catchment population. 


The CHO is a joint venture between the community, physicians, 
hospitals, and other health care providers. Emphasis is placed on 
consumer participation m the planning and direction of the CHO, 
with 50% consumer participation on the CHO _ board. 
Participation in the development and operation of a CHO by 
members and service providers 1s voluntary. 


Consolidation 
The bringing together of programs or organizations onto a single 
site or unto a single entity. 


Consumer 

Includes members of the general public, consumer groups, 
community action groups, labour and business, who do not 
receive any income from the health care system and who are not 
directly or indirectly mvolved in the management or delivery of 
health care services. 


Consumer/Survivor (Psychiatric) 
A person with significant direct experience of the mental health 
system and/or with a significant mental health problem. 


Continuing Care 

Care provided to clients in a manner that responds to their social, 
recreational, psychological, spiritual and health needs. Clients 
are assisted to achieve and maintain their maximum potential 
levels of health and ability. The period of time during which care 
is required is unpredictable but usually consists of a matter of 
months or years. 


Continuity of Care 
Uninterrupted care of patients by health professionals. 


Continuum of Care 
A full range of flexible, effectively linked services from 
institutional/hospital-based care to home/community-based care. 


Continuum of Care 
An unbroken, seamless system of service provision. 


Convalescent (see transitional care) 


Coordinated Care 

Involves a health professional working with other relevant 
professionals in a planned way to provide the range of services 
required by a patient. 


Crisis (Psychiatric) 

A crisis is the onset of an emotional disturbance or situational 
distress (which may be cumulative), involving a sudden 
breakdown of an individual’s ability to cope. The individual’s 
state of crisis (distress) is not likely to change/improve, and may 
worsen without immediate mtervention. At tumes such crisis may 
result m putting the person at risk of potential harm to themselves 
or others. It is recognized that a crisis state is subjective, most 
often self identifies, and that it can be precipitated by biological 
and psychosocial factors. 


Crisis Intervention (Psychiatric) 
A service which provides consumers/survivors with 
individualized assessment, crisis counselling, medical 
intervention when necessary, review/follow-up and referral, 
environmental interventions and the provision of access to a 
range of supportive environments. 


Crisis Outreach and Support Team (COAST) 

A proposal for a program for Hamilton-Wentworth to provide a 
mobile, outreach, crisis response team to assist individuals mm 
crisis within the community. In addition, outreach support will 
be provided to assist in maintenance. A crisis prevention and 
peer support component will ensure the prevention of relapses. 


The proposal awaits funding at the Ministry of Health under the 
Community Investment Fund. 


Critical Care By-pass 

The status of each emergency department is monitored by the 
REACH and Central Bed Registry programs. Critical care by- 
pass signifies that the ER has temporarily exceeded all routinely 
available resources and therefore it is unsafe for this facility to 
receive any critically ill or injured patients. 


Critical Juncture Advisory Group (CJAG) 
A group of people brought together to advise the Health Action 
Task Force and its Working Groups. 


Critical Mass 

The optimum threshold for levels of service delivery at which 
resources are efficiently and effectively utilized (under which 
resources are not efficiently and effectively utilized). 


CTU 
Clinical Teaching Unit 


DARTS 
Disabled and Aged Regional Transit System 


Day Care/Day Surgery 

A hospital encounter between three and 24 hours duration, which 
typically involves a surgical, diagnostic or therapeutic procedure. 
Examples include Day Surgery, endoscopies and cystoscopies. 


Defribillation 

The external application of an electric shock to the heart to 
depolarize the heart’s cells converting ventricular fibrillation into 
an organized rhythm. 


Demand Coverage 

The deployment of ambulances in a specified service based on 
historical experience and the predicted likelihood of requests for 
service in that area at the time deployed. 


Dementia 

A general decline in all areas of mental ability. Dementia 1s 
usually due to brain disease and is progressive, the most obvious 
feature being decreasing intellectual ability. 


Demographic Data 

Information about the size, distribution, and composition of 
human populations, as well as related dynamic processes such as 
fertility (births), mortality (deaths), and migration. 


Demographic Information 
Information about a person which includes such items as age, 
sex, race, income, marital status and education. 


Dental Hygienists 
Health professionals who clean and examine teeth. 


Dentist 
A person whose profession is the care of the teeth and 
surrounding tissues. 


Dependency Ratio 
The proportion of an area’s dependent population compared with 
its supportive (income generating) population. 


Deployment 
The strategy used to manoeuvre ambulances and crews to reduce 
response times. 


Deployment Plan 
The formal plan used to maximize ambulance coverage for a 
designated service area. 


Determinants of Health 

Factors affecting the health status of mdividuals, which include 
biological endowment (such as hereditary disorders); physical 
environment (such as pollution and adequate housing); social 
environment (such as family relationships and social supports, 
employment status and income level); mdividual behaviour 
(lifestyle factors such as diet, exercise and smoking); and health 
care (such as vaccinations, physicians’ services). 


Diagnostic Services 
Services supporting the diagnosis of disease, e.g., laboratory, 
imaging (x-ray, CT scan, etc.). 


Dieticians 
A health professional who applies the principles of nutrition to 
the diet. 


Diners Club/ Wheels to Meals/Congregate Dining 

A support service which provides a nutritious meal at a central 
location, on pre-arranged days. The service should include social 
activities as well as transportation. 


Discharge 
The formal release of a patient from a physician’s care or from a 
hospital. 


Discharge Planning 
The development of a care plan prior to the formal release of a 
patient from a hospital. 


District 
The geographic area contained by the boundaries of each DHC. 


District Health Council (DHC) 

Local health and social service planning bodies or boards that 
advise the Minister of Health on health priorities for their area or 
region. Council members are volunteers appomted by Provincial 
Cabinet and mclude 40% consumer representatives, 40% 
provider representatives, and 20% nommees from local 
government. 


Dual Diagnosis 
Person with a psychiatric problem as well as a developmental 
handicap, physical disability or substance abuse problem. 


ECAH 
Educational Centre for Aging and Health 


Effectiveness 
Probability of benefit to patients from a specific medical service 
under average conditions of use. 


Efficient 
An effect produced with the least expenditure of resources. 


EHS 
Emergency Health Services 


Elderly Persons Centres 
Social and recreation centres for elderly persons. 


Electronic Medical Record 

Reduces the paper costs of the patient medical record and the 
attendant storage requirements. The Electronic Medical Record 
makes it possible to transmit the patient record at mmumum cost 
to the pot of care for the patient. 


Emergency Department 

A unit within a hospital that is specifically designated, staffed and 
equipped to care for persons requirmg mmmediate or urgent 
assessment, diagnosis and treatment of illness or myury. 


Emergency Patient 
An individual who requires immediate medical intervention. A 
delay m the provision of treatment will threaten the patient’s life 
or functional ability. 


Emergency Unit 

A unit within a hospital that is specifically designated, staffed, 
and equipped to care for persons requiring immediate or urgent 
assessment, diagnosis, and treatment of illness or injury. Units 
are usually open 24 hours/day, 365 days/year. 


End-Stage Care 
Palliative care preceding death. 


Enhance 
To increase, in value or worth, to add, to heighten or intensify 
effectiveness. 


Episode of Care 
A continuous course of care by a hospital or physician for a 
specific medical problem or condition. 


Episodic Care Services 

Services as walk-in clinics and house-call services which provide 
medical care outside regular office hours, usually without 
appointment. 


EPT 
Emergency Psychiatry Team 


ESI Referral Population 

Expected Stay Index Referral Population is an adjusted referral 
population figure based on the age of the population a hospital 
services and the complexity of care provided at the hospital. 


Evidence-based Practice 
The use of research and data to influence clinical decisions. 


Facutty of Health Sciences 
Responsible for major research initiatives and the traiming of 
medical students and health professionals from other disciplines. 


Family Practice 

The specialty of medicme which deals with providing, 
supervising and coordmating the continuing general medical care 
of patients of all ages, primarily in family groups. The care 
provided is primary care. 


Family (Psychiatric) 

People with a significant relationship with a consumer/survivor 
through marriage, by choice, through traditions and/or cultural 
biological relationship. 


Fee-for-service 

A method of paying physicians and other health care providers m 
which each service (for example, a doctor’s office visit or 
operation) carries a fee. The physician’s mcome under this 
system is made up from the fees he/she collects for services. 


Forensic Strategy 

A strategy beimg developed by the Ministry of Health and 
interministerial working groups to recommend a coordinating 
structure (imcluding the Ministry of the Solicitor-General and 
Correctional Services and the Ministry of the Attorney General) 
for shared care of mentally disorder offenders. 


Forensic Services 
Specialized services for people with mental illness who have 
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committed or are accused of committing a crime. This is a 
service that is planned for and operated provincially. Mentally 
disordered offenders who do not need the security of specialized 
programs can be imtegrated with the general psychiatric 
population and served by programs planned regionally or locally. 


Forward Sortation Areas (FSA) 
Geographic area defined by the first three digits of postal code. 


Frail Elderly Persons 
Those i whom the physical and psychosocial assets maintaming 
health and the deficits threatening it are in precarious balance. 


French Services Designated Area 
Area where Francophones form at least 10% of the local 
population or number at least 5,000 in urban centres. 


French Language Services Act 

An Act guaranteeing members of the public the nght to receive 
services in French from offices of Ontario government agencies 
and ministries, in areas designated under the Act. 


The Act applies equally to all Mmistry of Health agencies, boards 
and commissions whose majority of members are appointed by 
the Lieutenant Governor-in-Council. (Includes DHC’s) 


Friendly Visiting 

A support service which matches a volunteer on a one to one 
basis to visit an isolated senior or physically disabled adult in 
their home on a regular basis. 


FTE - Full Tine Equivalent 

A measure of staffing resources based on the annual hours of 
work by a full-time employee (approximately 1950 hours per 
year). 


FTE - Full Time Equivalent (Hospital) 

A measure of hospital staffing resources based on the annual 
hours of work by a full-time employee (approximately 1950 
hours per year). 


GAU 
Geriatric Assessment Unit 


General Practitioner (GP) 

A physician who does not hold specialty qualifications, and who 
does not restrict his/her practice to any particular field of 
medicine. General practitioners and family practice specialists 
are primary care physicians in that they refer patients to other 
physician specialists. 


Geographic Full Time (GFT) 
A geographic full tme medical staff person is defined as one who 


holds a university appointment and who devotes her/his full time 
to university directed activities. 


Geriatrician 
A physician specializing in the diagnosis and treatment of 
problems and diseases of the elderly. 


Goals 
Indicates the desired outcomes towards which actions/strengths 
are directed. 


Group Home 

Residential accommodation staffed and operated by community 
agencies providing life skills traimmg and support to children and 
adults with developmental disabilities. 


Group Practice 
A medical practice where physicians work together, have formal 
income/expense sharing arrangements and share patient records. 


Haematological Services 
Diagnosis and treatment of disorders of the blood and blood 
formimg organs. 


Hamilton Health Sciences Laboratory Program (HHSLP) 
The HHSLP has provided comprehensive, rationalized laboratory 
service for mpatients and outpatients m Hamilton and the 
surrounding community since 1969. 


HATF 
Health Action Task Force 


HCP 
Hamilton-Wentworth Home Care Program 


Health 
A personal or community state of well-being which encompasses 
psychological, social, emotional, physical and spiritual elements. 


Heatth Intelligence Unit (HIU) 
An organization capable of transforming health statistics and 
related data into practical information. 


Heatth Promotion 

The process of enabling individuals and communities to increase 
control over the factors which protect them health, thereby 
improving their health. The factors which determine the health 
of individuals and their communities are both individual and 
societal, including the social, environmental and economic 
structures of our communities. Individuals and communities 
need peace, shelter, education, food, income, a stable ecosystem, 
sustainable resources, social justice and equity as a prerequisite 
to health. (Ottawa Charter, 1986) 


Health Services Advisory Committee 

Is a planning structure which is responsible for assisting in the 
development and review of health services to meet the health care 
needs of the community. In addition, it serves the academic 
needs of the McMaster University Faculty of Health Sciences. 
The Health Services Advisory Committee focuses on health care 
issues which cross institutional, professional and programmatic 
boundaries. It serves as a providers’ focus on regional health 
issues and acts in an expert advisory capacity to the Joint Liaison 
Committee. 


Health Service Organization (HSO) 

Community, physician and/or hospital-based organization that 
provides health care and health-related services to persons who 
have enrolled voluntarily with the organization. Persons enrolled 
in an HSO comprise its roster. Once registered with an HSO, 
patients are expected to receive ther primary health-related 
services through it. In tur, the HSO receives a daily fee or 
capitation rate to provide health services to registered members. 
The fee is adjusted according to the age and sex of the patient. 
HSO’s continue to bill fee-for-service for transient patients and 
for patients who do not wish to yom the HSO. 


Health Status 
The state of health of an individual or population. 


Health Status Indicator 
A measure that indicates the state of health and wellbeimg of an 
individual or the population (e.g. life expectancy rates). 


Heatth System Board 

The Health System Board would be responsible for the overall 
system plannmg, organizing and coordimating structure and would 
be accountable to the public and to the Mimistry of Health (MoH) 
for the development and maintenance of the health care system in 
the Hamilton-Wentworth Region. 


Heatthy Public Policy 

Promotes health and living conditions both mside and outside the 
health sector. Healthy public policies are those that facilitate 
healthy choices and promote healthier lifestyles (e.g., mcreasing 
the cost of cigarettes to deter use). 


H.M.O. 
Health Maintenance Organization. 


Home Care 
Nursing, professional allied health services and homemaking 
provided in the patient’s home. 


Home Help/Homemaking 

A support service provided by non-health personnel to assist with 
routine household activities such as light housekeeping, shopping 
and meal preparation. 


Home Maintenance and Repair 

A support service which provides or arranges for an individual 
worker or company to undertake a home maintenance and repair 
job. 


Homemaking Services 

Support services to people in their homes that includes house 
cleaning, laundry, shopping, meal preparation, caring for 
children, etc. 


Homes for Special Care (HSC) 

A type of accommodation created about 30 years ago for people 
discharged from provincial psychiatric hospitals. These are not 
integrated settings, nor have they offered access to rehabilitative 
or skill-based support services. The Homes for Special Care 
program is under review by the Ministry of Health. 


Hospital Planning Networks 
Groupings of hospitals to support jomt planning for the 
organization and provision of hospital services. 


HPH 
Hamilton Psychiatric Hospital 


HPS 
Hamilton Program for Schizophrenia 


HSB 
Health Systems Board 


HWDHC 
Hamiulton-Wentworth District Health Council 


THP 
Integrated Homemaker Program 


Illness 

Disease or difficulty spiritually, emotionally, psychologically, 
socially and/or physically including the reduced capacity to cope 
with society and its challenges. This concept may apply to an 
individual or to a community as a whole. 


Immunology 
The study of the immune system. 


Incidence 

The rate at which the onset of new cases of a particular health 
condition occurs. Incidence is calculated based on the number of 
new cases diagnosed during a particular time period (usually one 
year), divided by the population at risk. 


Independent Health Facility (THF) 
A place where insured services are provided, but which also 
charges for items which are not part of those sured services. 


These are items which support, assist, or provide a necessary 
adjunct to the insured services provided. 


Information, Planning & Evaluation Branch (IPEB) 
(Ministry of Health) 

Oversees the functioning and operations of District Health 
Councils. 


Information & Referral 

A support service designed to link individuals with the 
appropriate community support service, in order to alleviate or 
eliminate a need. The service can provide information, advice and 
referral, personal help, emotional support and follow-up on 
referrals. 


Infrastructure Supports 

The infrastructure plays an mstrumental role by providing 
supports to the overall health care system, this includes data and 
information, support services, diagnostics, laboratory and 
finances. 


Inpatient 

An admission to, and discharge from, a hospital bed, for which (a 
CIHI) inpatient discharge abstract is prepared. Typically, the 
patient remains in hospital for more than 24 hours, but can be 
less (for example, some sign-outs, transfers, deaths may have a 
length of stay of zero days). 


Integrated Health Care System (IHCS) 

An Integrated Health Care System is a network of organizations 
which provides a continuum of health care services to a defined 
population and is accountable for systems outcomes. 


Integrating Mechanisms 

Integrating mechanisms such as, the Standing Committees and 
the Integration Programs of the Health System Board connect the 
system by integrating programs and services and system or 
infrastructure supports (data & information systems, shared 
services - laundry, food, laboratories, etc.). These integrating 
committees and programs are accountable to the system, through 
the Health System Board for thei use of health care resources, 
for providing services and for fulfilling their role in the system. 


Integration 

The coordination of a range of services and their delivery. 
Integration involves a coordination in the structures and practices 
among hospitals and the broader health care system. 


Interdisciplinary 
A variety of health professionals working together to coordinate 
their specialized knowledge. 


Joint Action Committee 
It serves as a forum for disclosure and consideration for joint 


action among the Hamilton area hospitals, serving as a vehicle for 
joint action where appropriate. It is composed of senior 
management and Board members from the hospitals, District 
Health Council, as well as representation from the Public Health 
Department, McMaster University Faculty of Health Sciences 
and Mohawk College. 


Joint Liaison Committee 

The focus of the Jomt Liaison Committee is primarily on regional 
health care issues from an administrative and institutionally 
oriented perspective. The Jomt Liaison Committee coordimates 
agreed upon inter-imstitutional planning, operation and 
monitoring of programs, as these relate to jomtly sponsored 
educational, research and service activities. Membership 
includes representatives from the hospitals, McMaster University 
Faculty of Health Sciences, Mohawk College, the Public Health 
Department and the District Health Council. 


Key Informants 

People familiar with the community who possess knowledge and 
experience in the community, its people and their health and 
health care wants, needs, demands, use of services, and supply of 
services. 


Launch Time/Out of the Chute 
The time between when the ambulance receives notification of 
assignment and actually leaves the station or location. 


Length of Stay (LOS) 
The amount of time, usually measured in days, spent by a patient 
in hospital. 


Levels of Care 

Categorization of care according to degree of medical and/or 
technological specialization normally required (e.g., primary, 
secondary, tertiary, quaternary). 


Life Skills Services 

A support service provided in addition to what can be provided 
as part of the personal Support / Attendant Service. The service 
teaches the activities of daily living and the necessary skills to 
increase personal mdependence through working with consumers 
and family members. 


Linkages 
The establishment of connections between individuals or between 
services to strengthen and enhance the delivery of care. 


Long-Term Care (LTO) 

Long-term care refers to the broad range of personal care, 
support, residential and health services provided to people who 
have limitations that prevent them for participating independently 
in everyday activities. 


Long-Term Care Reform 
The provincial government-initiated reform of Long-Term Care, 
enacted as Bill 173. 


LOS 
Length of Stay 


LTE 
Long-Term Care 


LTC Facility 

A long-term care facility 1s a facility that provides long-term care 
on a 24-hour basis to individuals whose needs can no longer be 
met m the community. LTC facilities include all existing nursing 
homes and homes for the aged. 


MCSS 
Ministry of Community and Social Services 


Major Clinical Categories (MCCs) 

Groupings of diagnoses primarily according to body system. 
MCC’s are comprised of groupings of CMG’s (Case Mix 
Groups). 


McMaster University Faculty of Health Sciences 
Responsible for major research initiatives and the traming of 
medical students and health professionals from other disciplines. 


Meals on Wheels 
A support service which delivers a meal to a homebound 
individual to meet that mdividual's nutritional needs 


Mean Length of Stay 

Is calculated by summing all patients’ length of stay divided by 
the total number of observations; produces average length of tume 
spent in the hospital by a patient. 


Median Length of Stay 
The pomt above and below which 50% of patients’ length of stay 
fall. 


Mental Health 

Is the capacity of the individual, the group and the environment 
to mteract with one another in ways that promote the subjective 
well-being, the optimal development and the use of mental 
abilities (cognitive, affective and relational), the achievement of 
individual and collective goals consistent with justice and the 
attainment and preservation of conditions of fundamental 
equality. 


Mental Health Act 

An Act which provides procedural and substantive nghts 
protection for persons in psychiatric facilities. The Act does not 
guarantee any positive nights such as the right to receive services. 
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Mental Health Reform (MHR) 

Ontario government policy to shift focus of mental health 
services from institutional to community- based care. Mental 
Health Reform is a provincial framework and 10-year strategy to 
ensure a comprehensive, coordinated, cost-effective system of 
mental health services. The goal of mental health reform is to 
develop a system that will support people with mental illness in 
living fulfilling lives in the community. The first priority of 
mental health reform are those individuals with severe mental 
illness/severe mental health problems. 


Mental Health Reform Steering Committee 

A district (Hamilton- Wentworth) planning structure established 
to lead local mental health reform planning and guide the 
development of a district mental health implementation plan 
based on mental health reform planning principles. 


Mental Health Service Provider 

A person who earns his or her living from the formal mental 
health service system. Service providers may include 
representatives from provincial psychiatric hospitals, specialty 
psychiatric hospitals, general hospitals and community mental 
health services, physicians, and other health professionals. 


MHP 
Mental Health Plan 


MHPSG 
Mental Health Programs and Services Group 


Midwife 

A health professional with qualifications in obstetric and neonatal 
(newborn) care who manages maternal and perinatal care in 
normal pregnancy, labour and childbirth. 


Minimally Invasive Surgical Technology 
An advance m surgical techniques characterized by small 
mcisions and use of lasers or micro-surgery, leaving minimal scar 
tissue and requiring shorter recovery time. 


MOH 
Munistry of Health 


Morbidity 
Iliness, myury, or other than normal health. 


Mortality 

A term that applies to death. Usually used im the phrase 
“mortality rate,” which means the number of patients who died, 
expressed as a proportion of those at risk. 


MS 
Multiple Sclerosis 
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Musculoskeletal Services 
Diagnosis and treatment of disorders of the skeletal and muscle 
systems of the body. 


Naturopaths 
A health practitioner who emphasizes the use of natural agents 
and physical means to treat or prevent disease. 


Needs Adjusted Performance (Needs/ Adj/Perf) 

The estimated volume of cases hospitals would have provided if 
all individuals truly m need of hospital services had accessed 
them. 


Needs-Based Planning 
Planning that is based on assessments of health and related 
human service concerns. 


Neonatalogical Services 
Care of newborn mfants and the diagnosis and treatment of 
disorders of newborn infants. 


Nurse Practitioner 

Is a registered nurse with advanced primary health care education 
and practice; nurse practitioners have advanced knowledge and 
decision making skills in assessment, diagnosis and health care 
management related to the provision of health care. 


Occupational Therapy 

Therapeutic use of work, self-care and play activities to crease 
independent function, enhance development and prevent 
disability. 


Occupational Therapist 
A health professional who prescribes activity to promote 
recovery or rehabilitation. 


OHA 
Ontario Hospital Association 


OHIP 
Ontario Health Insurance Plan 


OHS 
Ontario Health Survey 


OPALS 
Ontario Pre-hospital Advanced Life Support Study. 


Ophthalmologic Services 
Diagnosis and treatment of disorders of the eye. 


Optometrist 
A health professional who examimes eyes for defects and 
prescribes corrective lenses. 


Outcome 
A term used in evaluating patient care, the health care system and 
its components. 


Outpatient 
Care provided to a patient that does not necessitate admission of 
the patient to an patient bed. 


Outreach/Education 

Services provided in the community, but not in person’s home, 
including community education sessions. Examples include 
prenatal classes, prevention and health promotion seminars. 


Palliative Care 

Palliative care is the active compassionate care, primarily 
directed toward improving quality of life, for those who are 
dying. It should be available to the mdividual and family at any 
stage of the palliative process from illness, through to 
bereavement. 


Palliative Care 

Interdisciplinary care for the terminally ill, that aims to comfort 
and support the patient and family through the process of dying 
by addressing the range of physical, psychological, social, 
spiritual and economic needs. 


Patient Days 
The total number of mpatient service days, for all patients, during 
a specified period of time (usually month or year). 


Patient Service Group (PSG) 

An array of services, skills, technologies and other resources 
provided by hospitals in response to the identified or anticipated 
needs of a specific group of patients. 


Performance Parameters 

Quantitative measures of a number of hospital utilization 
statistics mcluding admission rates, length of stay, and discharge 
management practices. 


Personal Support Services or Attendant Service 

Support services which promote independent living through 
assistance with personal care such as toileting, personal hygiene, 
dressing, and transferring. 


Pharmacist 
A person who is licensed to prepare, dispense and control 
prescription drugs. 


Physiatry 
Specialized rehabilitation services provided by physicians trained 
in physical medicine. 


Physiotherapists 

A health professional who treats disease by physical and 
mechanical means (e.g. regulated exercise, water, massage, heat, 
etc.) 


Physiotherapy 

Treatment by physical and mechanical means, such as massage 
or electricity to promote wellness, independent lifestyle, optimal 
health and movement. 


Physiotherapy 

The treatment of disease by physical and mechanical means by a 
health professional (e.g. regulated exercise, water, massage, heat, 
etc.) 


Placement Coordination Service (PCS) 

This service determmes eligibility and authorizes admissions to 
LTC facilities. The service also provides information and referral 
to LTC community services. 


Planning 

‘Planning is preparation for the future by analysis and 
examunation of alternative courses of action, with the purpose of 
achieving desired objectives. To be useful, planning must be 
capable of implementation; it must take into account political, 
social and economic realities and be reasonably sure of public 
acceptance...’ (Ontario Council of Health, 1977). 


Population Health 
Addresses the entire range of mdividual and collective factors that 
determine health. 


Population Needs 
The requirements of a population for health and related services. 


Population Needs Analysis 
Analysis of the requirements of a population for health and 
related services. 


Prevalence 

The total number of cases of a particular health condition within 
a population at a particular pomt m time. Prevalence 1s 
calculated by dividing the number of known cases at a particular 
point in time by the population at risk at that point in time. 


Prevention 

Prevention of disease occurs at three levels. These are: 
Primary Prevention 
Aims to completely avoid the disease. 


Secondary Prevention 
Aims to detect and cure disease before symptoms 
occur. 
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Tertiary Prevention 
Aums to minimize the effects of a disease for a patient 
who already has the disease. 


Primary Care 

Care provided by a health care worker on a patient’s first contact 
with the health care system (includes visits to Doctor’s offices). 
Primary care may result in a referral to more specialized levels 
of care. 


Primary Care Practitioner 

A person who provides promotive, preventative, curative, 
supportive and\or rehabilitative resources in a community-based 
organization, for example, midwives, community pharmacists, 
public health nurses, family physicians, etc. 


Primary Health Care 

Is essential health care made universally accessible to individuals 
and families in the community by means acceptable to them, 
through their full participation and at a cost the community and 
country can afford . . . It forms an integral part of the country’s 
health care system of which it is the nucleus . . . It is the first level 
of contact of individuals, the family and the community with the 
national health system bringing health care as close as possible to 
where people live and work, and constitutes the first element of 
a continuing health care process . . . Primary health care 
addresses the main problems in the community, by providing 
promotive, preventative, curative, supportive and rehabilitative 
resources accordingly. 


Primary Medical Care 

Is first contact care which includes the diagnosis, treatment and 
management of health problems using preventative and 
promotive strategies at the individual, family and community 
level. 


Professional Services 


Nursing 

The practice of nursing is the promotion of health, 
assessment, provision of care and treatment of health 
conditions by supportive, preventive, therapeutic, 
palliative and rehabilitative means in order to attain or 
maintam optimal function. 


Physiotherapy 
The practice of physiotherapy is the assessment of 
physical function and the treatment, rehabilitation, and 
prevention of physical dysfunction, injury or pain to 
develop, maintain, rehabilitate or augment function or 
to relieve pain. 


IZ 


Occupational Therapy 

The practice of occupational therapy is the assessment 
of function and adaptive behaviour, and the treatment 
and prevention of disorders which affect function or 
adaptive function in the areas of self care, productivity 
and leisure. 


Social Work 

The discipline of enabling persons and families to 
develop skills and abilities necessary to optimize their 
functioning and thus reduce the risk of psycho-social 
breakdown. 


Speech-Language Pathology Services 

The practice of speech-language pathology is the 
assessment of speech and language functions and the 
treatment and prevention of speech and language 
dysfunctions or disorders to develop, maintain, 
rehabilitate or augment oral motor or communication 
function. 


Dietetic Services 

The practice of dietetics is the assessment of nutrition 
and nutritional conditions and the treatment and 
prevention of nutrition related disorders by nutritional 
means. 


Pain and Symptom Management 

A service to fund a manager/office support and 
expenses to draw Pain and Symptom Management 
Team members together. 


Community & Facility Palliative Care 
Interdisciplinary Education 

This service provides two levels of education to front 
line health care staff. 

Behaviour Management (ABI) 


This is a service that utilizes learning theory as a basis 
for the design and implementation of programs for 
individuals that ameliorate mappropriate behaviour 
and/or train new skills or lead to the reacquisition of 
skills lost through illness, accident or infirmary. 


Protocols 
Systematically developed statements to assist practitioners and 
patients with decisions about appropriate health care. 


Provider 

A person who is mvolved in the provision of health services 
including members of the medical or allied health disciplines; 
persons engaged in the management or administration of health 
services, including program/facility administrators and members 
of boards of trustees of health agencies. 


Provincial Cancer Network 

Established in 1994 as a consortium of stakeholders, eg. 
consumers, providers, and the government. It’s primary task has 
been the development of a provincial framework for the 
coordination of cancer services in Ontario. 


Psychiatry 

The branch of medicine which deals with mental, emotional, and 
behavioural disorders. One of the medical specialties for which 
residency programs have been approved by the Accreditation 
Council for Graduate Medical Education. 


Psychiatric Tertiary Care Centre 

Highly specialized services for people who are severely and 
chronically mentally ill and need longer-term treatment, 
rehabilitation and remtegration. These services are planned and 
provided on a regional basis and delivered in an istitution, 
usually a Provincial Psychiatric Hospital. 


Public Health 
Designed to mmprove the health of the entire community or 
population group. 


Quick Response Service (Q.R.S.) 

The service provides enhanced services to patients in their own 
home or at a respite location m order to avert a hospital 
admission. Also prevents unnecessary use of hospital emergency 
departments. 


Quaternary Care 
Highly specialized tertiary services usually available m only a 
single site serving a large urban population. 


Rationalize 
To discover and express reasons to make the health system more 
efficient and less costly. 


R.E.A.C.H. 

Regional Emergency Access to On-Call Health Professionals. 
Service helps physicians in Central West find specialist and 
specialty beds for patients who need emergency care. 


Referral Population 
The total number of people who could potentially be sent to a 
hospital for either consultation or care. 


Region 

The Ministry of Health has defined six planning regions. These 
form geographic units for health systems management and 
planning. All District Health Councils m the province are 
organized under one of the six planning regions. 


Regional Cancer Network 
Each region will establish a regional cancer network (RCN) with 


membership representing all stakeholders in the region. The RCN 
will develop and monitor the implementation of a regional cancer 
plan. The RCN will ensure the plan addresses equitable access to 
information, quality care, and treatment. The plan should be 
consistent with the provincial framework, but also address 
regional planning priorities based on local needs. 


Regional Programs 

The 15 Regional Programs are another avenue where joint 
planning occurs. These programs serve Hamilton-Wentworth 
and Central West Ontario, they are: geriatrics, oncology, 
periatology, respirology, emergency services, trauma, critical 
care, cardiovascular care, palliatrve care, acquired bra imyury, 
rehabilitation, gastroenterology, laboratory medicine, psychiatry 
and psychiatric geriatrics. The Regional Programs include 
community-based and mstitutionally-based health services which 
represent the comimg together of health care services and 
disciplines that focus on the major health service needs of a 
defined population and integrates health services with education 
and research. 


Rehabilitation 

The provision of time-lumited therapeutic services geared towards 
the restoration (optimization) of health, physical or other ability. 
Cases can be described as followimg four streams: 


Paediatric: The short-term and long term rehabilitation 
needs of children between the ages of 0 to 19, and where 
appropriate of individuals in the 19 to 21 age group. 


Adutt Short-Term: Those who have suffered an acute care 
incident without the complications of multiple diagnoses, 
advancing age, or other mmpairments. These individuals 
require relatively short-term tensive rehabilitation services 
before returning to their home and work environment. 


Adult Long-Term: Includes the needs of two patient groups. 

i) those who have suffered an acute incident and require 
long-term, intensive rehabilitation services to respond 
to their complex technological needs, multiple 
diagnoses, or advancing age; and 

ii) those who are identified as likely requiring admission to 
a long-term care or continuing care facility. 


Adutt Speciatty/Tertiary Care: Patients with very complex 
needs requiring greater medical and professional expertise 
than required by patients in other streams. 


Regional Palliative Care Program 

The Hamilton-Wentworth Regional Palliative Care Program was 
established in 1984. Through its members, it has undertaken a 
leadership role in developing an effective local network of 
community and hospital palliative care services. Collaboration 
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and communication has occurred in many areas including clinical 
services, research, and education. 


Regional Psychiatry Program 

A consortium of institutions and agencies who share a common 
mandate to provide psychiatric services to the population of the 
Hamilton-Wentworth Region. The mandate of the Program is to 
coordinate the planning, integration, and ongoing evaluation of 
child, adult and geriatric psychiatric services. The Regional 
Psychiatry Program is accountable to and reports to the Joint 
Liaison Committee. 


Rehabilitation (Psychiatric) 

Rehabilitation has a close but distinct association with treatment. 
Rehabilitation activities are defined as activities that occur after 
the acute treatment and are directed to improving, restoring or 
maintaining a person’s capacity for health. 


Rehabilitation Teaching (Adjustment to Blindness) 

This service is provided by tramed rehabilitation teachers to 
vision impaired consumers. Areas of tramimg include: home 
Management, communication skills, personal management, 
leisure skills, technological aids. 


Resource Intensity Weights (RIWs) 
Is an expression of the relative resources a particular Case Mix 
Group was expected to require for proper treatment. 


Respite Care 
Care that provides short-term relief for families providing 
continuing care for a family member at home. 


Response Time 

The interval of an ambulance call measured from the time the 
initial call for assistance is received until the ambulance arrives 
at the patient location. 


Response-time Performance Percentages 
Measurement of response times on a fractile basis as a percentage 
of compliance with a defined standard of performance. 


Restorative Care 

An interdisciplinary approach to care provision which is designed 
to assist the resident to maximize his/her remaiming strengths and 
abilities in order to attain/mamtaim the maximum level of 
functioning possible and/or desired by the resident. 


RFP 
Request for Proposals 


Roster 


A lst of patients who have voluntarily enrolled with a physician 
practice. (usually im an HSO) 
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Roving Vehicles 
Ambulances are stationed or are mobile im areas where 
emergency calls are anticipated. 


RPP 
Regional Psychiatry Program 


RUGIII 

The RUG (Resource Utilization Grouping) III is a patient 
classification system developed in the United States to assess the 
resource intensity of individuals requiring institutional long-term 
care. In February 1995, this system was endorsed by the JPPC 
Rehabilitation and Chronic Care Specialty Group as the preferred 
classification system for chronic care patients in Ontario. 


Same-Day Surgery 
Surgery completed in a short time that allows a patient to return 
home without an overnight stay in hospital. See Day Surgery 


Schedule 1 Psychiatric Unit 

A Schedule | facility is any facility authorized to hold patients 
who are either subject of an application for a psychiatric 
assessment (Form 1), subject of an order for examination (Form 
2), held under a certificate for mvoluntary admission (Form 3), 
held under a certificate of renewal (Form 4) or held for a court- 
ordered assessment under the Mental Health Act. 


Secondary Care 

Care provided by a specialist health care professional, such as a 
psychiatrist or general surgeon, on referral from a primary care 
physician. 


Security or Reassurance Service 

A support service designed to provide isolated persons with 
regular contact to reassure them that help is available if and when 
needed. 


Seriously Mentally Ill 

Three commonly accepted dimensions used to identify people 
with serious mental illness are diagnosis, disability and duration. 
The diagnoses that predominate are schizophrenia, major 
affective disorders, organic brain syndrome, and paranoid and 
other psychoses. Disability refers to the fact that the disorder 
interferes with the person’s capacity to function normally, while 
duration refers to its persistence or expected persistence. 


Short-Stay Medical Cases 
Hospital mpatients with no surgical mterventions who stay three 
days or less. 


SHSSP 
School Health Support Services Program 


Social Work 

Assistance to patients and thew families m handling social, 
environmental and emotional problems (in health care usage, 
primarily with problems associated with illness or mjury). 


Speech Language Pathology 
The evaluation, management and treatment of adults and children 
with communication and swallowing disorders. 


Stakeholders 

A person who is affected by an issue or problem and who stands 
to either gam or lose through resolution of the issue. Stakeholders 
m the health system mclude consumers, health professionals, and 
planners. 


Supportive Housing 

Housing that provides imdependent, permanent living 
arrangements for people who need essential support service to 
maintain their tenancy. 


Supportive Housing 

LTC supportive housing provides personal support services and 
essential homemaking m permanent community residential 
settings, for trail and/or cognitively impaired elderly persons, 
people with physical disabilities or acquired brain injuries and 
those lrving with HIV/AIDS, when their service requirements 
justify the need for the availability of 24-hour, on-site assistance. 


System 

A group of units so combined as to form a whole and to operate 
in unison. “Health system” implies the collection of parts: 
sectors, providers, organizations, consumers, which make up the 
entirety of health/maintenance/protection. 


System Status Management 

A computerized personnel and ambulance deployment system 
designed to meet service demands with fewer resources and to 
ensure appropriate response time and vehicle location. 


Tertiary Care 

Care that requires highly specialized skills, technology and 
support services. Usually provided in facilities serving a large 
region or the province as a whole. 


Therapeutic Services 
Services provided to patients to treat disease. 


Tiered Response 

A collaborative community emergency response between public 
safety agencies to assist with patient care. Patient care includes 
site preparation and assistmg the ambulance service with medical 
care. 


Transfer Payment Agency (TPA) 
A health or social service agency that receives its funding from 
the government. 


Transportation 

A support service which provides transportation to medical 
appomtments, shopping, and to participate im various social 
activities and programs. 


Transitional Care 
Convalescent care provided to support transfer of patients from 
acute care to their home or other place of residence. 


Transitional Housing 

This type of housing has provided group home accommodation 
to mental health consumers based on their need for particular 
levels of support. Those housed within this system are expected 
to move to other accommodation as their needs change. 


Trauma 
An mjury caused by an external agent (e.g., a fall, motor vehicle 
crash). 


Treatment (Psychiatric) 

Treatment functions to ensure the following; identification and 
assessment of signs and symptoms, bio-psycho-social 
investigations, diagnostic evaluation, consultation, counselling 
and psychotherapy, medication management, hospitalization and 
specific mental and psychiatric care. Treatment functions may be 
delivered by a range of health professionals. 


Triage 

Sorting or classification of patients according to the nature and 
urgency of their illnesses or mjuries and assigning priorities for 
treatment. 


Triaging 
The sorting of and allocation of treatment for patients. 


Urgent Care Centre (UCC) 

A freestanding community-based or ambulatory care centre that 
provides treatment for minor and urgent (non-life threatening) 
health problems on a non-appoimtment basis. 


Utilization/Need Rates 
The total number of episodes of care expressed in terms of a 
given population (usually 1,000 or 10,000 people). 


Utilization Statisti. 
Information about the demand for and use of services. 
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Volunteer Placement Service 

A seniors volunteer bureau to recruit, train and place long-term 
care volunteers in agencies that provide LTC services directly to 
Seniors. 


VON 
Victorian Order of Nurses 


VSA 
“Vital Signs Absent”, meaning no pulse, blood pressure or 


respirations. 


WCB 
Workers Compensation Benefits 
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Weighted Cases 
Adjustment to total cases within a Case Mix Group by 
multiplying cases by the RIW value. 


Wellness 
A holistic concept of living which embodies not only physical but 
emotional, psychological, social and spiritual elements. 


World Health Organization (WHO) 
The division of the United Nations (UN) which is concerned with 
health. 
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